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“The ... estrogen 
preferred by us is 
‘Premarin,’ a mixture 
of conjugated estrogens, 
the principal one 


of which Is = In treating the menopausal syndrome 
99 pty with “Premarin? Perloff* reports that 
; “Ninety-five and eight tenths per cent 
estrone sulfate. _ patients treated with 3.75 mg. 
or less daily obtained complete relief 
of symptoms”; also, “General tonic 
Homblen, E.C.: North Coreline M.J.7:538 (Oct.) 1966, effects were noteworthy and the greatest 
percentage of patients who expressed 
clear-cut preferences for any drug 


” 


designated ‘Premarin; 

Thus, the sense of “well-being” 
usually imparted represents a “plus” in 
“Premarin” therapy which not only 
gratifies the patient but is conducive to 
a highly satisfactory patient-doctor 
relationship. 

Four potencies of “Premarin” 
permit flexibility of dosage: 2.5 mg., 
1.25 mg., 0.625 mg. and 0.3 mg. tablets; 


a also in liquid form, 0.625 mg. in 
each cc. (1 teaspoonful), 
i *Perloff, W. H.: Am. J. Obst. & Gynec. 58:684 (Oct.) 1949. 


{90M While sodium estrone sulfate is the principal estrogen in ta. 
“Premarin; other equine estrogens...estradiol, equilin, 
equilenin, hippulin...are probably also present in varying 
® = amounts as water-soluble conjugates. . 


Estrogenic Substances (water-soluble) also known as Conjugated Estrogens (equine) 
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ADVERTISEMENTS 


A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinehin® foatiesinn 5 is are in the sandhills of North Carolina in a 60-acre park 
i n U. Route 1, six miles south of Pinehurst and Southern 

Pines. Th for its climate. 
Ample facilities are afforded for recreational and occupational therapy, particularly out- 


-doors. 
1 stress is laid on psychotherapy. An effort is made to help the tient arrive a’ 


an understanding of his life problems; Sand by adjustment to his personality difficulties -~ 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C.. 


Malcolm D. Kemp, M.D. Medical Director 


THE CASTLE INSTRUMENT 
STERILIZER 


Specifications: Boiler CAST IN BRONZE, 
sloped to drain, double “Full-Automatic” 
control. Smooth tinned interior, chrome ex- 
terior. Tray lifts with cover. Draw-off 
faucet. Leak proof. Bakelite feet and 
handle, Six foot cord, switch, and pilot 


light. 
On high 
No. Size Onfeet stand 


C413 13” x 5” x 4” $76.00 $106.00 
C416 81.00 112.00 


$2.50 extra for 220 V., D.C. 
C417 17” x 8” x 6” 148.00 185.00 
$5.00 extra for 220 V., D.C. 
(Amp.: 18”, 9A; 16”, 10A; 17”, 18A; at 110V.) 


Wall Brackets 
Cast Aluminum, for C413, C416 $12.00 
Cast Aluminum, for C417 16.00. 


(Specify size in ordering) 
WINCHESTER 
“CAROLINAS’ HOUSE OF SERVICE” 
Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 


111 North Greene Street, Greensboro, N. C. 


119 East 7th Street Charlotte, N. C. 
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PINECREST MANOR for CON 


Mrs. Virgil Johnston, Director Telephone 8071 
SOUTHERN PINES, N. C. 


BROAD STREET SANITARIUM 
“FOR ALCOHOLISM” 


“Specializing in the treatment of alcoholism by the conditioned reflex aversion method” 


CHARLES G. YOUNG, M.D. VIRGIL JOHNSTON 
Medical Director Managing Director 


5 miles west of city limits on 
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AUR EOMYCIN Leperte 
in resistant 


staphylococcal infections 


Aureomycin has been shown 
to be highly useful in the con- 
trol of staphylococcal infec- 
tions, many of which exhibit 
a high degree of resistance to 
other antibiotics and chemo- . 
therapeutic agents. The prognosis in systemic 
staphylococcal infections is sufficiently serious so 
that the optimum treatment should be admin- 
istered immediately, and continued for one or 
several days after the temperature has subsided 
to normal. 

Aureomycin has been found effective for the 
control of the following infections: bacteroides 


septicemia, brucellosis, 

Gram-negative infections — 

including those caused by the 

coli-aerogenes group, Gram- 

positive infections — includ- 

ing those caused by strepto- 
cocci and pneumococci, granuloma inguinale, 
lymphogranuloma venereum, Hemophilus influ- 
enzae infections, primary atypical pneumonia, 
psittacosis, Q fever, rickettsialpox, Rocky Moun- 
tain spotted fever, penicillin-resistant subacute 
bacterial endocarditis, sinusitis caused by suscep- 
tible organisms, tularemia, typhus, bacterial and 
viral-like infections of the eye. 


Capsules: Bottles of 25, 50 mg. each capsule. Bottles of 16, 250 mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water, 


LEDERLE LABORATORIES DIVISION awenscan Cganamid company go Rockefeller Plaza, New York 20, N. Y. 
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y Even a flood... 
| failed to stop GE Service! 


It was spring in Marietta and the Ohio River 

was on its seasonal rampage. In fact, its swollen 
waters were even licking at doorsteps in the busy down- 
town section — eagerly reaching higher and higher. 


Is it any wonder, then, that one of the town’s leading 
x-ray technicians should be alarmed for the safety of 
her charge — vital, valuable x-ray equipment in the 
flood-threatened office of her employer, a well-known 
Marietta doctor. Quite naturally she telephoned 
GE's Columbus, Ohio office — told of her plight. 


GE Service went into immediate aciton, Checked 
State Highway Department — found roads to Marietta 
water-blocked. Then, chartered a plane which landed 
across the river from Marietta at Williamsburg, 

W. Va., about an hour later, After reaching downtown 
Marietta by flatboat and walking a few blocks, the GE 
serviceman arrived across the street from the doctor's 
office. However, flood waters blocked the way. This 
problem was neatly solved when a stalwart dentist 
friend happened along and volunteered to carry him 
and his equipment across the street piggy back. 


The x-ray equipment was speedily dismantled, 
f wens loaded on a high wheeled truck and taken to the 
eee “A doctor's home which was located on higher ground. 


ss aia This story is typical of the hundreds of documented 


tas GE Service reports in our files. A service which 
its proudly lends a new, broader conception to the 


i guarantee that stands back of every GE installation, 
Charlotte - - 210 South Church Street |] — 


— GENERAL ELECTRIc 
“=~ X-RAY CORPORATION 
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CAMP ANATOMICAL SUPPORTS 
for ORTHOPEDIC 
CONDITIONS 


Whether it be relief naa 
lesser degrees of postural or 
occupational strain, or as 
an aid in treatment follow- 
ing injury or operation, the 
Camp group of scientifically 
designed orthopedic supports for 
men, women and children will be 
found ‘‘comprehensive.’’ Sacro- 
iliac, Lumbosacral and Dorso- 
lumbar supports may be prescribed 
for all types of build. The Camp 
system of construction fits the sup- 
- port accurately and firmly about 
the major part of the bony pelvis 
as a base for support. The unique 
system of adjustment permits the. 
maximum in comfort. Physicians 
- may rely on the Camp-trained fit- 
ter for the precise execution of all 
instructions. 
If you do not have a copy of the 
Camp ‘Reference Book for Phy- 
_ sicians and Surgeons’’, it will be 
_ sent on request. 


THIS EMBLEM is displayed only by reliable merchants 
community. Camp Scientific Supports are never 


in your 

4 ile. by door-to-door canvassers. Prices are based on 
intrinsic value. Regular technical and ethical training of 
Comp fitters insures precise and conscientious attention 


your recommendotions. ad 


S. H. CAMP & COMPANY, JACKSON, ‘MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 
Offices in New York © Chicago © Windsor, Ontario « Ae 


vi 
q 
| 
| 
CAMP 
i Supperks 
j 


(prophenpy&idamine) 


~ 
° 
a 
S 
g 
a. 
e ie 
4 


OFFICERS February, 1950 


Medical Society of the State of North Carolina 


OFFICERS 1949-1950 
President—G. WESTBROOK MuRPHY, M.D., Asheville 
President-Elect—ROSCOE D. MCMILLAN, M.D., Red Springs 
First Vice President—BEN ROYAL, M.D., Morehead City 
Second Vice President—JosEPH A. ELLIOTT, M.D., Charlotte 
Secretary-Treasurer—MILLARD D. HILL, M.D. (1949-1952), Raleigh 
Executive Secretary-—-MR. JAMES T. BARNES, Raleigh 


COUNCILORS 1949-1952 
First District—Zack D. OWENS, M.D., Elizabeth City 
Second District—ALBAN PAPINEAU, M.D., Plymouth 
Third District—DONALD B. KOoNcE, M.D., Wilmington 
Fourth District—BAHNSON WEATHERS, M.D., Roanoke Rapids 
Fifth District—HuGH A. MCALLISTER, M.D., Lumberton 
Sixth District—ARTHUR H. LONDON, JR., M.D., Durham 
Seventh District—LESTER A. CROWELL, JR., M.D., Lincolnton 
Eighth District—JAMES H. MCNEILL, M.D., North Wilkesboro 
Ninth District—IRVING E. SHAFER, M.D., Salisbury 
Tenth District—WILLIAM A. SAMS, M.D., Marshall 


The above-named officers and councilors constitute the Executive 
Committee of the Society 


SECTION CHAIRMEN 1949-1950 


General Practice of Medicine and Surgery—WiLLIAM T. WARD, M.D., 
Raleigh 


Ophthalmology and Otolaryngology—HENRY H. Briccs, M.D., Asheville 
Practice of Medisine—Davip CaYErR, M.D., Winston-Salem 

General Surgery—W. PAUL SANGER, M.D., Charlotte ' 
Pediatrics—WILLIAM EUGENE KEITER, M.D., Kinston 

Gynecology and Obstetrics—F. BAYARD CARTER, M.D., Durham 

Public Health and Education—SAMUEL B. MCPHEETERS, M.D., Goldsboro 
Neurology and Psychiatry—R. BURKE SuItTT, M.D., Durham 
Radiology—ALLAN D. TUGGLE, M.D., Charlotte 

Pathology—THOMAS N. LivE, M.D., Winston-Salem 


vill 


February, 1950 


ADVERTISEMENTS 


PROTAMINE ZINC INSULIN 
SQuiss 


& SONS, NEW YORK 


Laboratore 


SQUIBB INSULIN PRODUCTS 


standardized to 
meet the various requirements of diabetics. 


short action: 


intermediate action: 


prolonged action: 


peak effect within 3 to 4 hours, waning rapidly 
INSULIN SQUIBB 

10-cc. vials (40, 80 & 100 units per cc.) 

INSULIN MADE FROM ZINC-INSULIN 
CRYSTALS SQUIBB 

10-cc. vials (40 & 80 units per cc.) 


peak effect in 8 to 12 hours, with action continuing 
sometimes for 16 or more hours. 


GLOBIN INSULIN WITH ZINC SQUIBB 
10-cc. vials (40 & 80 units per ce.) 


onset slow; peak effect in 10 to 12 hours, with action 
sometimes persisting for 24 or more hours. 


PROTAMINE ZINC INSULIN SQUIBB 
10-cc. vials (40 & 80 units per cc.) 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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A VITAL FACTOR IN 
THERAPY 


The sound and wholesome nutritious 
diet is an integral part of modern day 
preventive and definitive therapy. A 
steady stream of adequate amounts of all 
the essential nutritional elements is vital 
for good growth, maintenance of tissue 
structure and functioning, healing after 
trauma, and resistance to infection. For 
maintaining this daily, steady stream of 
nutrients, however, conditions both in 
health and illness often make imperative 
the use of an efficient food supplement 
along with the diet. 

The multiple dietary food supplement 
Ovaltine in milk has wide usefulness for 
enhancing to full adequacy even nutri- 
tionally poor diets. Its rich store of vita- 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


mins and minerals includes vitamins A 
and D, ascorbic acid, thiamine, ribo- 
flavin and niacin, and calcium, iron and 
phosphorus. Its nutritionally complete 
protein has excellent biologic rating. 

Since these vital nutritional values 
along with carbohydrate and easily emul- 
sifiable milk fat are incorporated in liquid 
suspension or solution, Ovaltine in milk 
is also especially adapted to liquid diets. 
The highly satisfying flavor makes for its 
ready acceptability when foods are often 
distasteful. 

The important overall nutrient con- 
tribution of three glassfuls of Ovaltine 
mixed with milk is presented in the 
accompanying table. 


Three servings of Ovaltine, each made of ¥2 oz. of 
Ovaltine and 8 oz. of whole milk,* provide: 


VITAMIN A 


RIBOFLAVIN. . 
VITAMIN C 

VITAMIN D.......... 
COPPER 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 
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CALCIUM 1.12 Gm. 30.0 mg. 
IRON... 12 mg. 0.5 mg. 
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In Hypertension-—y 
salt without sodium 


NEOCURTASAL 


Hypertensives often do better on palatable low soditm diets, 
They will faithfully follow your directions if you 


let them have salt without sodium. 


Neocurtasal, completely sodium free salt, palatably 
seasons all foods. Neocurtasal looks and is used 


like ordinary table salt. 

Constituents: Potassium chloride, ammonium chloride, 
potassium formate, calcium formate, magnesium 

citrate and starch. Potassium content 36%; chloride 39.3%; 


calcium 0.3%; magnesium 0.2%. 


Available in convenient 
2 oz. shakers and 
8 oz. bottles. 


Write for pads of diet sheets. 


trademark reg. U. S. & Canada Yor 13, N. Y. 
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A Modern Hospital 
for the 
Treatment of Alcoholism 
Exclusively 


A private hospital offering scientific, institutional, medical, 
psychological, reflex, reduction and other methods for the rehabilitation 


of consent patients suffering from alcoholism. 


All equipment modern with facilities to take care of 50 patients 
both male and female. 


Under the direction of a competent licensed M. D. with five 
consultant physicians subject to call. Registered Nurses in 


charge 24 hours daily. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
five miles West of Roanoke, on Highway 11, in the quiet serene mountains 
of Virginia, conducive to rest, comfort and recuperation. Doctors inspection invited. 


For information phone or write. 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11. 
Salem, Virginia — Phone Salem 287 
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there are differences 


in Estrogens : 


Orally Potent a provides the CONESTRON 
Conjugated Estrogens from Natural Sources Estrogen Substances 
e@ Optimal tolerance—rare side action 
e Convenience of administration CONTUGN 
e Flexibility of regimen PSTROGENS: 
e A complete sense of well-being 
For the menopausal patient 
TABLETS of 0.3, 0.625, 1.25, and 2.5 mg. 


Miyjeth Incorporated, Philadelphia 3, Pa. 
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When little patients 
acl MULISH.,.. 


Try Dulcet Penicillin Tablets—appealing, candy-like cubes 
that pack the therapeutic potency of 50,000 units of penicillin 
G potassium (buffered with 0.25 Gm. calcium carbonate). 
Stable indefinitely, cinnamon-flavored Dulcet Tablets possess the same 
antibiotic action as an equal unitage of penicillin in unflavored 


tablets. Although designed for easing the administration of oral 
penicillin to children, Duscet Tablets are preferred by many adults 


who simply wish to avoid unpleasant tasting medicine. Dudcet Penicillin 


Potassium Buffered Tablets are available at 
pharmacies everywhere—in bottles 
of 12. For literature, write to 
ABBOTT LABORATORIES, 
North Chicago, Illinois. 


DULCET’ 
PENICILLIN 


Potassium Tablets 


(BUFFERED) 


@MEDICATED SUGAR TABLETS, ABBOTT 
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the family syndrome 
in menopause 


The upset family 


of the menopausal woman 


frequently presents a greater problem 
than the patient’s condition. 

The varying aspects 

usually require more 

than one approach. 

However, the usefulness, 
convenience, and economy of 
Diethylstilbestrol, Lilly, 


warrant its selection for most cases. 


Often its estrogen-replacement effect 


isall that is needed tocalm the patient 


—and the family, too. 


Detailed information and literature 
on DteTHYLSTILBESTROL PRropucts, 
Litty, are supplied through your 
M.S.R.* 


*M.S.R.—Lilly Medical SERVICE Representative 
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PANEL DISCUSSION ON CONGESTIVE HEART FAILURE 


THE MECHANISM OF HEART 
FAILURE* 


A. T. MILLER, JR. 
CHAPEL HILL 


The heart is a muscular pump, and the 
term “heart failure” indicates a condition 
in which the pumping action of the heart 
fails to maintain an adequate circulation of 
blood. It is thus distinguished from such con- 
ditions as shock, in which the circulation is 
inadequate through no fault of the heart. 
Heart failure may be acute, as in massive 
cardiac infarction, or chronic, as in conges- 
tive failure. There are certain important 
hemodynamic differences between the two 
types of failure, and the present discussion 
is concerned primarily with chronic conges- 
tive failure of the heart. 

Classically, the patient with congestive 
heart failure presents a picture of inadequate 
cardiac output, dilatation of one or both ven- 
tricles, pulmonary congestion and dyspnea, 
systemic venous congestion with or without 
a rise in venous pressure, a variable degree 
of renal insufficiency, and edema. An analy- 
sis of the mechanism of heart failure must 
attempt to explain the mode of production 
of these abnormalities, and to distinguish 
cause and effect when possible. 


Principles Governing Cardiac Output in Man 

It is well to begin by considering the ba- 
sic principles which govern the cardiac out- 
put in man. The classic researches of Star- 
ling”) have dominated both physiologic and 
clinical thinking on this topic for more than 
thirty years, and only recently has their ap- 
plicability to man been seriously questioned. 

Presented before the Section on the Practice of Medicine, 
Medical Society of the State of North Carolina, Pinehurst, 


May 11, 1949. 


* From the Department of Physiology, School of Medicine, 
and Laboratory of Applied Physiology, University of North 
Carolina, Chapel Hill. 


1. Patterson, S. W., Piper, H., and Starling. E.: The Regu- 
lation of the Heart Beat. J. Physiol. 48:465-513, 1914. 


It will be recalled that Starling, as a result 
of his experiments on the heart-lung prep- 
aration, emphasized the effect of venous in- 
flow on the cardiac output. The greatest 
stroke volume was obtained by increasing 
the venous inflow until the atrial pressure 
was moderately elevated. 

On the basis of this finding, it has been 
assumed that an increase in stroke volume in 
man requires distention of the ventricle by 
an increased atrial filling pressure. This as- 
sumption is not borne out by clinical ob- 
servations in conditions such as anemia, thy- 
rotoxicosis, arteriovenous fistula, and anx- 
iety, in which the resting cardiac output is 
elevated, while the right atrial pressure is 
normal unless cardiac failure is present. 
The maximal output of the heart in the heart- 
lung preparation is below the normal output 
for the unanesthetized animal; therefore it 
would appear that the level of the right atrial 
or venous pressure influences the cardiac 
output only in the heart-lung preparation 
and in patients with a low blood volume. 
Stead and Warren’ have suggested that the 
output of the heart, in the presence of an 
adequate blood volume, may be controlled 
primarily by reflex stimuli acting directly 
on the ventricles and increasing the diastolic 
volume and stroke volume independently of 
changes in atrial pressure. 


Sequence of Events in Congestive Failure 


Inadequate cardiac output 

It may be assumed that the first step in 
the sequence of events leading to congestive 
failure is that the cardiac output becomes 
inadequate to meet the circulatory require- 
ments of the body—at first during activity, 
and later under resting conditions as well. 


The cardiac output may be low as a result 
2. Stead, BE, A., Jr. and Warren, J. V.: Cardiac Output in 
Man: Analysis of Mechanisms Varying Cardiac Output 
Based ov Reeent Clinical Studies, Arch, Int. Med, 80:287- 
248 (Aug.) 1947. 
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of weakness of the myocardium, or it may 
be within the normal range and yet be in- 
adequate because of excessive requirements, 
as in anemia. 

The basic cause of myocardial failure is 
still uncertain. A great variety of agents may 
induce acute failure in the heart-lung prep- 
aration, and in fact spontaneous failure usu- 
ally occurs in five to eight hours. In experi- 
ments on the normal hearts of animals with 
intact circulation, however, localized injury 
of the heart muscle, even though extensive, 
may only occasionally produce failure’, In 
contrast, generalized myocardial damage 
produced by embolization of the coronary 
vessels with starch granules consistently re- 
sults in acute congestive heart failure®”. It 
seems that heart failure may be associated 
with myocardial changes which functionally 
incapacitate all or more of the muscle, even 
though the morphologically evident damage 
may be slight. 

In the normal heart, the stroke volume is 
increased by ventricular dilatation. Within 
certain limits, the greater length of the 
muscle fibers results in greater contractile 
force, and at the same time increases the 
oxygen requirement of the myocardium. 
When fatigue or weakness of the heart mus- 
cle is present, dilatation is necessary to 
maintain adequate contractile force. Even- 
tually the ventricles dilate beyond the opti- 
mal limits, the work output falls off, and 
progressive failure ensues. Since the oxygen 
consumption of the heart increases with dila- 
tation, the mechanical efficiency of the fail- 
ing heart is low. A real insight into the na- 
ture of myocardial failure must await a 
better understanding of the metabolism of 
heart muscle. 


Retention of sodium 

When the cardiac output is inadequate, 
there is a decrease in both the absolute and 
the relative amount of blood flowing through 
the kidney’. The relative decrease is a part 


Roos, A, and Smith, J, R.: Production of Experi- 
mental Heart Failure in Dogs with Intact Circulation, 
Am. J. Physiol, 153:558-661 ase) 1948. (b) Starr, L., 
Jeffers. W. A. and Meade, R. H., Jr.: Absence of Con- 
spicuous Increments of Venous Pressure after Severe Dam- 
age to Right Ventricle of Dog, with Discussion of Relation 
between Clinical Congestive Failure and Heart Disease, 
Am. Heart J, 26:201-301 (Sept.) 19438. 

. (a) Merrill, A, J.: Mechanisms of Salt and Water Reten- 
tion in Heart Failure, Am, J. Med. 6:357-367 (March) 
1949, (b) Sinclair-Smith, B., Kattus, A. A., Genest, J. an 
Newman, E, V.: The Renal Mechanism of Electrolyte Ex- 
cretion and the Metabolic Balances of Electrolytes and 
Nitrogen in Congestive Heart Failure; Effects of Exercise, 
Rest, and Aminophyllin, Bull. Johns Hopkins Hosp, 84: 
869-394 (April) 1949, 
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of the body’s attempt to safeguard the sup- 
ply of blood to the heart and brain by di- 
verting blood from other regions. The same 
diversion of blood from the kidney results 
from exercise”), and it is obvious that exer- 
cise and inadequate cardiac output would 
have additive effects on renal blood flow. 
The glomerular filtration rate decreases less 
rapidly than does the renal blood flow in 
these conditions, because the filtration frac- 
tion is increased by constriction of the effer- 
ent arterioles of the kidney; eventually, 
however, it too begins to fall. Recent ex- 
periments” have demonstrated that, even 
when the glomerular filtration rate is nor- 
mal, both exercise and a lowered cardiac out- 
put are associated with a retention of so- 
dium, because tubular reabsorption of fil- 
tered sodium is increased. The sodium reten- 
tion is, of course, still more marked when 
the amount of sodium filtered in the glom- 
eruli is reduced. 

The mechanism responsible for the in- 
creased tubular reabsorption of sodium in 
heart failure and exercise is not clear. It is 
apparently not due to the posterior pituitary 
anti-diuretic principle which causes increased 
sodium excretion in the face of water reten- 
tion. The effect of the salt-and-water hor- 
mone of the adrenal cortex in increasing the 
tubular reabsorption of sodium is well 
known, and the recent report that urinary 
excretion of adrenal corticoids is increased 
in congestive heart failure is suggestive. It 
has also been postulated’ that sodium re- 
tention and edema may be due, in some un- 
known way, to the low oxygen tension of the 
mixed venous blood in congestive failure. 
This concept is strengthened by the report‘ 
that cardiac edema may be temporarily dim- 
inished by oxygen breathing. Finally, it has 
been reported recently that a rise in renal 


5. (a) White, H. L. and Rolf, D.: Effects of Exercise and 
of Some Other Influences on Renal Circulation in Man, 
Am. J. Physiol. 152:505-516 (March) 1948, (b) Barclay, 
J. A., Cooke, W. T.. Kenney, R. A. and Nutt, M. E.: 
Effects of Water Diuresis and Exercise on Volume and 
Composition of Urine, Am. J. Physiol, 148 :827-337 (Feb.) 
1947, (c) Merrill, A. J, and Cargill, W. H.: Effect of Ex- 
ercise on Renal Plasma Flow and Filtration Rate of 
Normal and Cardiac Subjects, J. Clin. Investigation 27: 
272-277 (March) 1948. (d) Chapman, C. B, et al.: The 
Effect of Exercise on Renal Plasma Flow in Normal Male 
Subjects, J. Clin, Investigation 27:639-644 (Sept.) 1948. 

. Parrish, A. E.: The Bioassay of Adrenal Corticoids in the 
Urine of Patients with Congestive Heart Failure, J. Clin. 
Investigation 28:45-49 (Jan.) 1949. 

. Briggs. A. P. et al.: Renal and Circulatory Factors in the 
Edema Formation of Congestive Heart Failure, J. Clin. 
Investigation 27:810-817 (Nov.) 1948. 

. Barach, A. L. and Richards, D. W., Jr.: Effects of Treat- 
ment with Oxygen in Cardiac Failure. Arch. Int. Med. 48: 
825-847 (Aug.) 1931. 

. Wégria, R., Blake, W. D., Keating. R. P., and Ward. 
H. P.: Effect of Increased Renal Venous oe on 
Renal Function, Fed. Proc. 8:162 (March) 1949. 
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venous pressure causes a significant decrease 
in water and sodium excretion, even though 
there is no change in the renal plasma flow 
and glomerular filtration rate. 


Increase in extracellular fluid volume 


The retention of sodium (as sodium chlor- 
ide) is accompanied by a corresponding re- 
tention of water, and there results an ex- 
pansion of the extracellular fluid volume. 
This is manifested as an increase in blood 
volume and edema. The rise in venous pres- 
sure which may follow is secondary to the 
increase in blood volume and is not, as was 
long believed, due to failure of the right side 
of the heart to accommodate the venous in- 
flow", This concept is further supported by 
the report of Starr''” that the elevation of 
venous pressure in congestive failure may 
persist after the death of the patient, when 
it can be due only to distention of the vessels 
by an increased blood volume. It is thus 
apparent that the explanation of systemic 
venous congestion and edema on the basis 
of backward failure of the right side of the 
heart is no longer tenable. 

The proponents of the backward failure 
theory have looked on the increased blood 
volume and the rise in venous pressure as a 
favorable response which tends to increase 
the cardiac output by distending the right 
ventricle. Since it has been demonstrated 
that cardiac output is uninfluenced by atrial 
pressure over a wide range of filling pres- 
sures, this argument loses its appeal. In fact, 
relief of the venous congestion and edema 
by salt restriction and the use of mercurial 
diuretics produces no appreciable change in 
cardiac output and renal blood flow, and ac- 
tually makes the patient feel better. 


Pulmonary edema 


The concept that venous congestion and 
edema result from the backing up of blood 
behind a failing ventricle seems to provide 
a more valid explanation for the pulmonary 
edema of congestive failure. This concept is 
substantiated by the fact that acute pulmon- 
ary edema may result from massive infarc- 
tion of the left ventricle when there is no 
time for sodium retention. The blood is 


10. Warren, J. V. and Stead, E. A., Jr.: Fluid Dynamics in 
Chronic Congestive Heart Failure; Interpretation of Mech- 
anisms Producing Edema, Increased Plasma Volume, and 
Elevated Venous Pressure in Certain Patients with Pro- 
longed Congestive Failure, Arch. Int. Med. 73:188-147 
(Feb.) 1944. 

. Starr, L.: Role of “Static Blood sh ae in Abnormal 


Increments of Venous Pressure E ally in Heart 
Failure, Am. J. M. Se. 199:40-55 (Jan.) 1940. 
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forced into the lungs by the right side of 
the heart, and cannot be removed by the left 
side. In the more common types of left ven- 
tricular failure associated with salt and 
water retention, a considerable portion of the 
extra fluid is accommodated in the highly 
distensible pulmonary vessels, and the pul- 
monary edema is made worse. Conversely, 
the administration of mercurial diuretics 
often diminishes the pulmonary edema with- 
out any measurable improvement in left ven- 
tricular function. It appears, then, that so- 
dium retention is the primary factor in sys- 
temic congestion and edema, and a poten- 
tiating factor of considerable importance in 
the pulmonary edema of congestive failure. 


Dyspnea 

The dyspnea of congestive failure appears 
to be reflex in origin’. The engorgement 
of the pulmonary vessels diminishes the elas- 
ticity of the lungs, and results in a perver- 
sion of the normal Hering-Breuer or vagal 
stretch reflex. The same effect may be pro- 
duced in the dog by massive pulmonary em- 
bolism with injected starch suspensions®?. 
In such experiments intense dyspnea occurs, 
and this dyspnea is abolished by section of 
the pulmonary vagal fibers which convey af- 
ferent impulses from the lungs to the res- 
piratory center. 

Summary 

1. The initiating factor in typical con- 
gestive heart failure is an inadequate car- 
diac output. The output may be low because 
of myocardial weakness, or it may be within 
the normal range and yet inadequate because 
of increased circulatory demands. 

2. As a consequence of the inadequate 
cardiac output, the blood flow through the 
kidney is diminished and salt and water are 
retained. There result an increase in blood 
volume, systemic edema, and finally a rise 
in systemic venous pressure. This sequence 
of events represents “forward failure” of 
the circulation. 

3. The signs and symptoms of conges- 
tive failure are increased by exercise, not 
only because a greater load is placed on a 
failing heart, but also because exercise it- 
self induces a retention of sodium which 


12. (a) Christie, R. V.: Dyspnoea: A Review, Quart. J. Med. 
7:421-454 (July) 1938. (b) Harrison, T. R.: Failure of the 
Circulation. ed. 2, Baltimore. Williams and Wilkins. 1939. 

18. Binger, C. A. L.. Brown. G, R. and Branch, A.: Experi- 
mental Studies on Rapid Breathing; Tachypnea Independ- 
ent of Anoxemia Resulting from Multiple Emboli in Pul- 
monary Arterioles and Capillaries, J. Clin. Investigation 
1:127-158 (Dec.) 1924, 
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intensifies the systemic congestion and 
edema. 

4. Failure of the left ventricle also 
causes blood to back up in the pulmonary 
circulation, with consequent edema and 
dyspnea, This “backward failure” is poten- 
tiated by the increase in blood volume which 
results from the altered renal hemodynamics 
associated with forward failure of the cir- 
culation. 

* * 


DIAGNOSIS OF CHRONIC CONGESTIVE 
HEART FAILURE 


Rospert L. MCMILLAN, M.D. 
WINSTON-SALEM 


There are three fundamental methods 
which must be employed in order to make 
a correct diagnosis in almost any disease or 
disorder. These are the history, the physical 
examination, and the accessory clinical stu- 
dies. These three methods are indispensable 
in the diagnosis of chronic congestive heart 
failure, and their correlation is of vital im- 
portance. 

The diagnosis of far advanced chronic con- 
gestive heart failure is, in general, easily 
made. However, we must remember that 
there are all degrees of congestive heart fail- 
ure, and that recognition in the early stages 
is desirable in order to insure the success 
of therapy and to prolong life. Often the be- 
ginning of congestive failure is insidious; the 
symptoms and findings are not outspoken, 
and in this phase the condition may be con- 
fused with diseases of other systems such 
as the lungs (because of pulmonary symp- 
toms) or the gastrointestinal tract (because 
of the complaint of indigestion). The most 
common digestive symptoms are upper ab- 
dominal distention, soreness in the right up- 
per quadrant, epigastric pain, and frequent 
eructation. These symptoms, which are due 
to congestion of the abdominal viscera — 
especially the liver—are quite frequent, and 
are commonly misinterpreted. Often the pa- 
tient will take sodium bicarbonate for relief, 
only to increase the congestion by the addi- 
tional intake of sodium. 


History 
Dyspnea is the commonest early symptom 


: From the Department of Internal Medicine, Bowman Gray 
School of Medicine of Wake Forest College and the Nortn 
Carolina Baptist Hospital, Winston-Salem, North Carolina. 
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of chronic heart failure. Paroxysmal dysp- 
nea,. especially that which occurs during 
sleep at night, is a frequent sign of heart 
failure—particularly of so-called left ven- 
tricular failure. Although patients seldom 
complain of it as such, Cheyne-Stokes respir- 
ation may be present; this is often discov- 
ered by relatives, who notice the periodic 
episodes of overbreathing alternating with 
apnea. This symptom, however, may be due 
to a cerebral rather than a cardiac lesion. 


It is important to note that shortness of 
breath may come from other organic causes 
such as spontaneous pneumothorax, pneu- 
monitis, carcinoma of the bronchus, and tu- 
berculosis or fungous infection of the lungs. 
Especially in the aged, pulmonary emphy- 
sema is a common cause. Pronounced anemia 
may also result in dyspnea, which is due to 
the reduced oxygen-carrying capacity of the 
blood. Finally, one must determine whether 
the patient’s complaint of shortness of breath 
is bona fide. Sighing respiration is common 
in patients with an anxiety neurosis. A very 
common complaint in this group of patients 
is “I can’t get a deep breath; it will go down 
no farther than here’’—pointing to the level 
of the xyphoid process. These patients usu- 
ally are young or middle-aged individuals, 
and more commonly women than men. They 
frequently exhibit other psychoneurotic ten- 
dencies. 

Edema due to chronic failure vharacteris- 
tically appears in the lower extremities, be- 
comes worse as the day wears on, and dis- 
appears overnight, only to recur the next 
day. However, it is important to recognize 
that the same type of edema may result from 
causes other than heart failure—for exam- 
ple, hypoproteinemia due to liver disease and 
starvation, impaired venous return resulting 
from thrombotic disease in the legs, or com- 
pressing pelvic tumors. Such edema may also 
occur in nephritis, but in this case is often 
associated with general edema noted espe- 
cially in the face and hands. 

One type of edema which commonly es- 
capes attention is that occurring in the sac- 
ral region. This is found primarily in pa- 
tients confined to bed or to a chair, and is so 
located because the part is dependent. In 
treating patients with chronic heart failure 
the sacrum should be observed daily. 

Orthopnea is not uncommon in chronic 
heart failure, but it may be due to pleural 
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or pericardial effusion, or to one of many 
pulmonary lesions, rather than to primary 
heart disease. 

Cough is often pronounced in congestive 
heart failure; it is usually non-productive 
and does not respond to the sedatives ordi- 
narily used. It is worse upon effort and upon 
lying down, and disappears dramatically 
upon proper treatment of the cardiac failure. 
It is, of course, obvious that cough may also 
be a symptom of countless respiratory dis- 
orders totally unrelated to heart disease. 

Hemoptysis may occur, but is more fre- 
quently seen in pulmonary diseases, infare- 
tion of the lung, and advanced mitral steno- 
sis without chronic congestive heart failure. 


Physical Examination 

Cardiac enlargement is the one physical 
finding which is always present in chronic 
heart failure. Without this finding the diag- 
nosis cannot be made. The heart size may 
be determined by palpation of the apex im- 
pulse or by percussion except in obese in- 
dividuals, those with pulmonary emphysema, 
or those with very thick chest walls; in these 
cases roentgen studies are necessary. 

The second most reliable sign, although it 
is not always present, is diastolic gallop 
rhythm. This indicates cardiac dilatation 
and does not result from any cause other 
than congestive failure except in acute in- 
farction of the myocardium. When a dias- 
tolic gallop is present in acute infarction of 
the left ventricle, it usually does not indicate 
congestive failure, but rather temporary 
dilatation of the left ventricle. Except in this 
case the finding of gallop rhythm absolutely 
indicates a failing heart. 

Dilatation of the neck veins is common in 
chronic failure. Other possible causes of this 
condition are chronic constricting pericardi- 
tis (in which the heart is not enlarged, but 
rather quite small), mediastinal tumors, 
bronchial asthma, and obstruction of the su- 
perior vena cava from other causes. 

Hepatic enlargement is almost always 
found in chronic failure. Among the other 
conditions commonly associated with an en- 
larged liver are hepatitis, early cirrhosis, 
liver abscess, diabetes and metastatic tu- 
mor. 

Edema is another common finding in 
chronic failure, but it too may result from 
other factors, which have been mentioned 
above. 
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Rales are an early finding in chronic fail- 
ure. They are usually coarse and moist, and 
are generally more numerous in the right 
lung base, although they may vary with the 
side the patient lies on. It should be pointed 
out that rales elicited in the dependent lung 
with the patient lying on his side are not 
to be relied upon. Therefore, when possible, 
this sign should be sought for with the pa- 
tient sitting rather than supine. 

Auricular fibrillation may indicate chron- 
ic heart failure. This total irregularity of 
the heart rhythm is common in mitral sten- 
osis and coronary atherosclerotic heart dis- 
eases, but may occur paroxysmally in a nor- 
mal heart, or in patients with thyrotoxico- 
sis. Nevertheless, this finding calls for fur- 
ther studies directed to the heart. 

Tachycardia is usual in cardiac failure, but 
often one sees severe degrees of failure in 
patients who have a normal or even a slow 
rate. Actually congestive failure may occur 
in patients with complete heart block, with 
a rate of about 30. This finding should not 
cause one to delay treatment by digitalis, a 
low sodium diet, and diuretics. 


Accessory Clinical Studies 


Accessory clinical studies are important 
but must be correlated with the history and 
physical examination. Roentgenograms of 
the chest show cardiac enlargement and pul- 
monary congestion, especially in the hilar re- 
gions. The vital capacity is usually decreas- 
ed. Venous pressure and circulation time are 
increased. 

The electrocardiogram is of very little 
value in the diagnosis of chronic heart fail- 
ure. It may confirm the clinical diagnosis of 
auricular fibrillation, or otherwise indicate 
the presence of myocardial disease by show- 
ing auriculoventricular block, intraventricu- 
lar block, or alterations of the S-T-T com- 
plexes. Any of these electrocardiographic 
changes, however, may be present without 
congestive failure. 


Conclusion 

The early diagnosis of chronic congestive 
heart failure depends upon a correlation of 
the history, physical findings, and accessory 
laboratory studies. These three methods are 
of fundamental importance, and if carried 
out with diligence will result in the proper 
diagnosis of this serious disorder. 
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DIETARY AND DIURETIC MANAGE- 
MENT OF CONGESTIVE FAILURE 


EUGENE A. STEAD, JR., M.D. 
DURHAM 


There comes a phase in the naturai history 
of congestive heart failure when reduction 
of the activity of the patient, the use of digi- 
talis, and other aids will not result in a 
return of normal circulation. The patient 
then has continued heart failure. This does 
not mean that he cannot live in comfort, 
although he will always have heart failure 
and will always have to have some aid in 
preventing the accumulation of sodium 
chloride in the body. 

The best form of therapy is restriction of 
sodium chloride in the diet to prevent the 
occurrence of symptoms of congestion. Un- 
fortunately, this requires a high degree of 
cooperation between patient and doctor. If 
that cooperation can be obtained, this is the 
most successful form of therapy. The dietary 
intake of sodium chloride must be checked 
frequently. The simplest method of doing 
this is hy analysis of the chloride content in 
a twenty-four hour specimen of urine. 

One may have to compromise and treat 
the patient by the use of mercurial diuretics 
instead of diet. This treatment has to be 
continuous. The patient should receive his 
mercurial treatments as regularly—although 
they will be spaced differently—as the dia- 
betic receives his insulin. He will have to be 
weighed daily, and given a diuretic when- 
ever an increase in weight occurs. This 
treatment usually lasts during the entire 
length of the patient’s life. 


From the Department of Medicine. Duke University School 
of Medicine, Durham, North Carolina, 


DIGITALIS THERAPY IN CONGESTIVE 
HEART FAILURE 


EDWARD S. ORGAIN, M.D. 
and 
ROBERT A. BROOME, JR., M.D. 
DURHAM 


Our understanding of the phenomena as- 
sociated with the clinical picture of conges- 
tive heart failure is gradually becoming 
clearer, principally because of newer meth- 
ods available in the study of cardiovascular 


; From the Department of Medicine, Duke University School 
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dynamics. Most fruitful has been the tech- 
nique of cardiac catheterization”. It ap- 
pears that in the presence of congestive fail- 
ure, the cardiac output relative to the need of 
the body for blood is low, whether by abso- 
lute measurement the output be low, normal, 
or even high (asin hyperthyroidism, anemia, 
arteriovenous fistula, and beriberi)“°. So- 
dium and water are retained, plasma volume 
is increased, and edema develops. Since the 
observations of Withering in the latter part 
of the eighteenth century, however, digitalis 
has remained the principal pharmacologic 
agent of value in the treatment of the failing 
heart. By the same token, congestive heart 
failure remains the most important indica- 
tion for administration of this drug. The ad- 
vances recently made in the field of digitalis 
therapy relate primarily to the isolation of 
the several cardioactive glycosides responsi- 
ble for the striking effects which follow the 
exhibition of the drug to patients suffering 
from cardiac decompensation. 


Effects of Digitalis 

The most forthright actions of digitalis 
in such instances are two: the force of the 
systolic myocardial contraction is increased, 
and impulse conduction, especially through 
the auriculo-ventricular node and bundle, is 
depressed. The latter function is most influ- 
ential in the presence of auricular fibrilla- 
tion, when the rate of ventricular responses 
must be slowed to a more efficient range. 
The former effect produces more complete 
systolic emptying of the ventricle, diminu- 
tion in the diastolic length of the muscle 
fibers, and a smaller diastolic heart size. 
Proportional to the reduction in diastolic size, 
there is a decrease in oxygen consumption 
per unit of work done by the heart muscle, 
and a concomitant increase in the mechani- 
cal efficiency of the heart as a pump. 

These fundamental effects of the digitalis 
derivatives are followed by alterations in cir- 
culatory dynamics which may be considered 
mediate or secondary. The more effectively 
beating heart increases its output, the tis- 
sues are supplied with a greater flow of 
1, (a) Cournand, A., and Ranges, H. A.: Catheterization of 

the Right Auricle in Man. Proc, Soc, Exper. Biol. & Med. 

46:462-466 (March) 1941. (b) Warren, J. V.. and Stead. 

E. A., Jr.: Fluid Dynamics in Chronic Congestive Heart 

Failure, Arch. Int. Med. 73:188-147 (Feb.) 1944, (c) Stead, 

2. A., Jr. Warren, J. V., and Brannon, E. S.: Cardiac 

Output in Congestive Heart Failure. Am. Heart J. 35: 

529-541 (April) 1948. (d) Merrill, A. J.: Edema and De- 

creased Renal Blood Flow in Patients with Chronic Con 

gestive Heart Failure: Evidence “Forw Failure” as 


Primary Cause of Edema, J, Clin. Invest. 25:889-400 
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blood, the circulation time is shortened, and 
the arteriovenous oxygen difference is re- 
duced, since there is less time for the tissues 
to extract oxygen from a given volume of 
blood. Along with increased peripheral blood 
flow the renal circulation improves”. This 
is highly important, for it enhances glomer- 
ular filtration which in turn facilitates so- 
dium and water diuresis, and ultimate re- 
turn of the plasma volume toward normal. 
As the retained water is excreted, edema 
and pulmonary congestion diminish, venous 
pressure falls, vital capacity is restored, and 
dyspnea and orthopnea gradually disappear. 


Classification of Patients Requiring 
Digitalis 
Patients with heart failure requiring digi- 
talis may be divided into two general groups: 
1. Those patients who may be digitalized 
more or less at leisure, and then main- 
tained on daily doses for an indefinite 
period. This group includes patients who 
manifest obvious chronic congestive heart 
failure, and certain patients who lack the 
fully developed clinical picture. These lat- 
ter are the individuals exhibiting only 
paroxysmal nocturnal dyspnea, protodias- 
tolic gallop rhythm, or both”. Paroxys- 
mal dyspnea is a manifestation of episodic 
left ventricular failure, and gallop rhythm 
may be regarded as an early sign of a 
dilated, failing heart. Also included in this 
group are patients with cardiac enlarge- 
ment and greatly decreased cardiac re- 
serve who present dyspnea on slight to 
moderate exertion. 
2. The second group includes those pa- 
tients who require emergency treatment, 
and who must be given digitalis rapidly 
in full dosage with expectation of speedy 
effect. This category consists essentially 
of patients with acute pulmonary edema 
or marked pulmonary congestion associ- 
ated with severe dyspnea and orthopnea, 
as well as patients of the first group who 
require emergency surgical procedures. 
For the first group, oral digitalis is quite 
satisfactory, and the digitalizing dose may 
be spread over a period of a day or more. 
Digitalis (U.S.P. XIII) or one of the pure 
glycosides, usually digitoxin (or digoxin), 
may be used. 


2. (a) Broome, R. A.. Jr. and Orgain, E. S.: The Practical 
Use of Digitalis, North Carolina M. J, 7:8-8 (Jan.) 1946. 
(b) Broome, R, A., Jr., and Orgain, E. S.: The Cardiac 
Glycosides. North Carolina M. J. 7:61-65 (Feb.) 1946. 
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For the emergent situation exemplified by 
the second group, we have available intra- 
venous preparations of rapidly acting digi- 
talis derivatives®”. Most prominent among 
these are lanatoside C and ouabain (crystal- 
line G-strophanthin), whose actions begin 
ten to twenty minutes after a full single 
digitalizing dose and attain their maximum 
in two to four hours. 

Digitalis Derivatives and Their Uses 

In view of the foregoing discussion, it is 
apparent that each physician needs to select 
and employ at least one oral and one intra- 
venous preparation of digitalis until he has 
become completely familiar with their ad- 
ministration. 

The various glycosides which comprise 
whole leaf digitalis are considered identical 
in the manner of their action to improve the 
efficiency of the cardiac muscle. They differ 
from one another, however, in degree of in- 
testinal absorption, in latent period of ac- 
tion, and in rapidity of elimination’, These 
differences are sometimes employed to ad- 
vantage. By means of the glycosides com- 
plete oral digitalization can be attained more 
rapidly than with leaf preparations, and 
when necessary the glycosides may be given 
intravenously with safety. They are meas- 
ured and prescribed by actual weight, thus 
eliminating the arbitrary systems of cat and 
digitalis units, which require tedious biologic 
assay. 

Ouabain is unsuitable for oral use, because 
it is not appreciably absorbed from the gas- 
trointestinal tract in active form. Similarly, 
lanatoside C is poorly suited for oral admin- 
istration, because its absorption from the 
intestine is irregular and quite variable. Dig- 
itoxin and digoxin, however, are both reg- 
ularly and more predictably absorbed, and 
thus are well suited for use in the first group 
of patients. 

Digitoxin 

The most widely used glycoside is digitox- 
in, which is almost completely absorbed after 
oral administration, reaches its full effect 
in six to ten hours, and is eliminated slowly 
over a period up to two weeks. It is digitoxin 
which is responsible for the slow excretion 
of leaf digitalis. Because absorption is so 
nearly complete, the oral and intravenous 
3. Batterman, R. C.. and DeGraff, A. C.: Comparative Study 

on the Use of the Purified Digitalis ‘Glycosides, Digoxin, 

Digitoxin. and Lanatoside C, for the Management of Am- 


ry Patients with Congestive Heart Failure. Am. 
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doses are the same. Given within a 24-hour 
period, the digitalizing dose of digitoxin is 
most often in the region of 1.8 to 2.0 mg.— 
although the range, as is usual in digitalis 
therapy, is considerable. The process of digi- 
talization should not be unduly prolonged, 
since this accomplishes no useful purpose and 
serves to delay the improvement and com- 
fort of the patient’. The daily maintenance 
dose is generally about 0.15 mg., with var- 
ious patients requiring from 0.1 to 0.2 mg. 
per day. 

The digitalizing dose of digitoxin has been 
the subject of much discussion in the past 
few years, since Gold and his group’ advo- 
cated 1.2 mg. as being the “average single 
digitalizing dose.” Stewart and Newman 
found the digitalizing dose in the average 
patient to lie nearer 2.0 mg. given over a 
period of twenty-four hours or less. They 
recommended oral digitalization by giving 
0.8 mg. initially, followed in four hours by 
0.5 mg., in another four hours by 0.3 mg., 
then by 0.2 mg. every four hours for one or 
two doses to a total of approximately 2.0 
mg., or until proper effect is secured. De- 
Graff, Batterman and Rose found the ther- 
apeutic digitalizing dose to be about 2.2 mg. 
—an amount close to that recommended by 
Stewart and Newman. They suggested an in- 
itial dose of 0.6 mg., followed by 0.3 mg. 
every six hours until the desired therapeutic 
effect is obtained. 

These authors pointed out that the opti- 
mum dose is specific for each patient, can- 
not be predicted, and varies from time to 
time in the same patient, depending upon 
the degree of congestive failure, the theore- 
tical maximum improvement possible with 
the underlying heart disease, and the preci- 
pitating cause of failure. They further noted 
that a correlation exists between the digital- 
izing dose and the daily maintenance dose 
for any given patient; if the former is rela- 
tively high or low, the latter is similarly 
high or low. They believe, therefore, that 
since Gold advocated a small initial dose (1.2 


4. Ernstene. A. C.: The Treatment of Congestive Heart Fail- 
ure, Cleveland ‘Clin. agen 15:134-189 (July) 1948, 

5. Gold, H., Kwit, N. T., and Cattell, M.: Studies on Puri- 
fied Digitalis Giecusidces | . Potency and Dosage of “Digi- 
taline Nativelle” by Oral tiabasetine in Man, J. Pharm- 
acol. & Exper. Therap. 69:177-197 (July) 1940. 

. Stewart, H. J. and Newman. A. A.: The Amount of 
Digitexin (Digitaline Nativeile) Required for Adequate 
Digitalization. Am, Heart J, 86:641-667 (Nov.) 1948. 

7. DeGraff, A. C., Batterman, R. C., and Rose, O. A.: Digi- 
toxin; Its Evaluation for Initial Digitalization of the 
Patient: with Congestive Heart Failure, J:A.M.A, 188 :475- 
479 (Oct, 16) 1948, 
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mg.) and a relatively large maintenance dose 
(0.2 mg.), the “maintenance dose” under 
that regimen serves not only to maintain, but 
to finish digitalization by gradual cumulative 
action. 

We have used a similar and satisfactory 
divided dose schedule for digitoxin admin- 
istration, with but rare instances of intoxi- 
cation from overdosage. An initial dose of 
0.6 mg. is followed in six hours by an addi- 
tional 0.6 mg. Subsequent doses of 0.2 mg. 
every six to twelve hours are given until 
full therapeutic effect is achieved or a minor 
toxic symptom is noted. From personal ex- 
perience, we agree that Gold’s estimate of 
1.2 mg. as an average digitalizing dose is 
too small. 

Digoxin 

Because of the slow dissipation of digi- 
toxin, intoxication due to overdosage of this 
glycoside tends to persist for several days. 
It is principally for this reason that Batter- 
man and DeGraff favor the use of digoxin 
rather than digitoxin for routine purposes. 
Digoxin, like lanatoside C, is eliminated rap- 
idly; therefore, toxic effects, in the event 
of overdosage, usually do not last longer 
than one or two days. This rapid elimination 
would be expected, since the simple glycoside 
digoxin is the immediate breakdown product 
of the complex lanatoside C. It is eliminated 
so rapidly, in fact, that merely dividing the 
daily dose into two equal doses serves to 
reduce the level of glycoside saturation in 
the body. It may even be possible to abolish 
minor toxic effects by this means without 
actually reducing the total daily dose. 

Oral digitalization with digoxin’) may be 
accomplished with an initial dose of 1.5 mg., 
followed at six-hour intervals by 0.75 mg. 
until appropriate effect is produced. The 
daily maintenance dose is usually 0.5 to 0.75 
mg., with a range from 0.25 to 1.5 mg. in 
occasional cases. 


Lonatoside C 


For accelerated digitalization, 
the two most satisfactory preparations are 
lanatoside C, obtained from Digitalis lanata, 
and ouabain, derived from Strophanthus gra- 
tus. These glycosides are both rapid in onset 
of action, reach full effect in about two to 
four hours, and are quickly eliminated. In 
Batterman, R, C.. and DeGraff. A. C.: Clin- 


a Purified Digitalis Giycoside. 
(Oct.) 1942, 
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patients who have not received digitalis prep- 
arations within two weeks, lanatoside C may 
be given intravenously in the approximate 
full digitalizing dose of 1.6 mg., either in a 
single dose, or in divided doses. After the 
emergency has been controlled, maintenance 
may be continued with digitalis leaf, digoxin, 
or digitoxin in the usual daily doses. 


Ouabain 


Rapid intravenous digitalization with oua- 
bain is accomplished with an initial dose of 
0.5 mg., followed at half-hour intervals by 
additional doses of 0.1 mg. until proper ef- 
fect is obtained. A total of 1.0 mg. or less 
is quite sufficient. The problem of rapid ex- 
cretion exists here, as in the case of lanato- 
side C. Batterman, Rose and DeGraff® 
have described a satisfactory method for the 
combined use of ouabain and digitalis leaf. 
Since digitalis given orally takes effect grad- 
ually over a period of several hours, 0.5 mg. 
of ouabain may be given intravenously while 
0.4 to 0.8 Gm. of digitalis is given orally. 
The major action of the oral preparation be- 
comes manifest as the effect of the ouabain 


is waning, and maintenance is then carried 
on by daily oral doses of digitalis. 


Complicating Factors 


There are certain circumstances which 
merit special consideration with regard to 
the use of digitalis. These are instances of 
congestive heart failure occurring in asso 
ciation with infarction, infection, or exces- 
sive stimulation of the myocardium. Exam- 
ples are coronary heart disease with fresh 
or recent myocardial infarction, active rheu- 
matic or diphtheritic carditis, and thyrotoxi- 
cosis. The response to digitalis is relatively 
poor under these circumstances, and myo- 
cardial irritability is increased. When fresh 
infarction is present, the irritability of the 
ventricular muscle is already increased in 
the injured zone adjacent to the infarct, and 
digitalis may produce ventricular tachycar- 
dia with its attendant danger. If the drug is 
to be administered in such a case, it is wise 
to proceed cautiously, and to precede it by 
quinidine sulfate in doses of 0.2 to 0.4 Gm. 
given four to six times every twenty-four 
hours. Conventionally quinidine is continued 


9. Wyckoff. J.. and Goldring, W.: Intravenous Injection of 
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for four weeks after the onset of infarction. 

The increased myocardial irritability oc- 
curring in active rheumatic fever is well 
known, and in these patients digitalis tends 
to produce ectopic rhythms”, 

In spite of these forebodings, it must be 
remembered that congestive heart failure is 
the prime indication for the exhibition of 
digitalis, and the drug should not be with- 
held when it is needed, even though certain 
specific conditions necessitating caution may 
be present. Probably the only exception to 
this statement is the fact that digitalis must 
not be given in the presence of ventricular 
tachycardia, even though it may seem desir- 
able from the point of view of cardiovascular 
dynamics, because there exists the very real 
danger of inducing ventricular fibrillation 
and death. Ventricular tachycardia cannot 
be slowed by digitalis; restoration of normal 
rhythm must be accomplished by other 
drugs. 


Summary 


A brief review of the use of digitalis and 
its constituent glycosides in the treatment 
of congestive heart failure is presented. The 
mechanism of its action, certain dangers, 
and general problems of dosage for four use- 
ful preparations are discussed. The intelli- 
gent use of digitalis preparations remains 
an important duty of the general physician. 


11. Walsh, B. J.. and Sprague, H. B.: The Treatment of Con- 
gestive Failure in Children with Active Rheumatic Fever. 
J.A.M.A, 116:560-562 (Feb. 15) 1941. 
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Discussion 


Question to Dr. Orgain: Do you see any reason 
for using digitoxin instead of digitalis? 

Dr. Orgain: Yes. Digitoxin, the glycoside, has 
certain theoretical and practical advantages over 
digitalis, the whole leaf preparation. It is a highly 
purified preparation, assayed gravimetrically, and 
more uniform in action because it is wholly ab- 
sorbed from the gastrointestinal tract. The oral and 
parenteral dosages for digitalization are identical, 
thus facilitating a switch from one to the other 
method of administration when desired. Less gas- 
trointestinal irritation from large single doses is 
observed—a fact which allows more rapid digitaliza- 
tion in a greater number of patients. It is slowly 
excreted, and when intoxication from the glycoside 
occurs, it may pass off more slowly than intoxica- 
tion from the digitalis leaf. The actions of the two 
drugs are the same, and their cost now compares 
favorably for use even in large numbers of patients. 
Digitalis leaf preparations are assayed biologically, 
are less uniform in potency, and are poorly absorbed 
from the gastrointestinal tract. In my own practice 
I now use digitoxin exclusively, except for a few 
patients who have been well controlled on digitalis 
in maintenance doses for years. 
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Question to Dr. McMillan: If digitalis adminis- 
tered to a patient with congestive failure and nor- 
mal rhythm produces auricular fibrillation, is quini- 
dine immediately indicated? 

Dr. McMillan: I think that most of us have had 
the experience of seeing interatrial clots develop 
rapidly in patients with auricular fibrillation. Re- 
version to a normal rhythm is not only desirable 
but urgent. There is no reason why quinidine cannot 
be used with digitalis, and I believe Dr. Orgain spoke 
of that in his paper. In my own experience I have 
found that it takes a much smaller dose of quinidine 
to revert paroxysmal fibrillation than auricular fi- 
brillation of longer duration. That is not universally 
true. There are some who consider my attitude on 
quinidine a little bit radical. I have ample reason 
to believe that it is not the dreadful poison it is 
spoken of as being, but is an unusually useful drug. 
I don’t contend, however, that every patient who 
has fibrillation should be reverted to a normal 
rhythm. 

I suggest that quinidine be given on a four-hour 
schedule day and night. It has been mentioned by 
Dr. Orgain, I believe, that the excretion time of 
quinidine sulfate is about four to six hours, and 
there is not much cumulative effect. If a dose of 0.2 
Gm. given every fours does not cause the rhythm 
to revert to normal within twenty-four hours, it 
may be increased to 0.3 or 0.4 Gm., or even more. 

Question to Dr. McMillan: What do you consider 


the maximum total dose of quinidine which should 
be given in one day? 

Dr. McMillan: In some instances we have given 
as much as 1.1 Gm. every four hours, or 6.6 Gm. in 


twenty-four hours. Although quinidine is not a 
poison, I feel somewhat uneasy when the dose reach- 
es 0.7 Gm.; we have, however, given doses of 1.2 
Gm. before we succeeded in reverting fibrillation to 
a normal rhythm. 

Question to Dr. Miller: Is ammonium chloride con- 
verted to sodium chloride in the body? 

Dr. Miller: Yes, but at the expense of other so- 
dium salts, principally bicarbonate, so that the total 
sodium content of the body is not increased. Low 
salt intake really means low sodium intake, and the 
administration of ammonium chloride does not vio- 
late the principle of dietary salt restriction. 

Question to Dr. Orgain: How effective are the 
oral mercurial diuretic preparations? 

Dr. Orgain: We have had very little experience 
with oral mercurial diuretics. I would say they are 
partially effective. I feel that the injection of a 
mercurial diuretic is so easy that there is no need 
for the use of oral mercurial diuretics. 

Question to Dr. McMillan: Is there any other 
therapeutic measure to be employed when chronic 
congestive failure does not respond to adequate 
digitoxin, a salt-free diet, mercurials every other 
day, sedation, and aminophylline? 

Dr. MeMillan: I am sure we all realize that 
some day the patient with severe heart disease who 
develops congestive failure gets to the end of the 
line, in spite of everything that can be done. In 
some cases therapy is unsuccessful because the pa- 
tient will not cooperate. If all those measures have 
been used and the patient becomes edematous pe- 
riodically, it is wise to check on the exact amount 
of digitalis that he is getting. I am of the opinion 
that all these preparations should be labeled in 
terms of units; the U. S. P. unit is standardized so 
that we know exactly what it is. It is important to 
be sure that the patient is getting the drug at the 
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proper time, as well as in the proper amount. Main- 
tenance doses should be given early in the day. We 
also want to be sure that it is from a fresh supply. 
The patient should be questioned as to whether 
he is taking any kind of powders for indigestion. 
These are a common source of sodium. Many pa- 
tients who have digestive disturbances due to con- 
gestive heart failure make it a practice to take a 
dose of soda every morning. 

Those are just a few of the points to watch. I 
believe physical activity was not referred to in 
this question, but certainly, if things are not going 
well, the patient might wisely be put to bed. 

Question to Dr. Stead: What should the total 
24-hour salt intake be on a sodium restriction diet? 

Dr. Stead: All we can say is that the sodium in- 
take should be cut down to that level which will re- 
duce fluid retention, A diet containing about 150 mg. 
of sodium and about 200 mg. of chloride in a 24-hour 
period represents a very low total salt intake. Until 
the patient has been put on as low a sodium intake 
as can be tolerated, one is not justified in saying 
that salt restriction has been given a fair trial. 

Question to Dr. Orgain: Please comment on the 
treatiment of paroxysmal tachycardia with paroxysms 
oceurring once or twice a month. 

Dr. Orgain: I presume that tachycardia under 
these circumstances refers to auricular tachycardia. 
In contrast to other tachycardias, such as fibrilla- 
tion, flutter, and ventricular tachycardia, paroxys- 
mal auricular tachycardia usually is self-terminat- 
ing. During the attack itself, pressure on the eye 
balls, carotid sinus stimulation, or induced vomiting 
are simple physical methods which may serve to 
terminate the attack quickly. If they fail, Mecholyl, 
because of its rapid action, may be administered 
subcutaneously or intramuscularly. The initial dose 
is 20 to 30 mg., and each subsequent dose should 
be increased by 5 mg. until a definite parasympa- 
thomimetic effect is noted. Once the drug effect 
is obtained, further administration is not indicated, 
even if the arrhythmia persists. Atropine will abol- 
ish any over-reaction to the drug, and as a precau- 
tionary measure, it should be in a syringe with the 
needle already inserted in a vein before Mecholyl 
is given. 

Rapid digitalization by means of a large single 
dose of a glycoside—for example, lanatoside C, 1.6 
mg., given intravenously—frequently aborts the at- 
tack. Quinidine in large doses (0.4 to 0.6 Gm.) ad- 
ministered at hourly intervals for three to four 
doses, or to a total of 2 Gm., may be very effective. 
If the rhythm fails to revert, I then use the four- 
hour schedule mentioned by Dr. MeMillan, to be 
followed by a three-hour or even a two-hour sched- 
ule of 0.4 Gm. doses if they are tolerated. 

After the attack is over, quinidine is then given 
in maintenance doses of 0.2 to 0.4 Gm. every four 
hours when the patient is awake as a preventive 
over a period of months, depending upon therapeutic 
results. If quinidine alone fails as a preventive, one 
may try digitalis and quinidine in combination. Oral 
Prostigmine also has been reported to be of value. 

Most patients relate their attacks to definite stim- 
uli—nervous tension, anxiety, fatigue, overwork, loss 
of sleep, indigestion, bowel irregularity. smoking, 
drinking, or other common irritants such as caffeine 
and tobacco. In my experience. the regulation and 
control of all such background factors is at least 
equally as important as drug therapy. 

Whether a patient should take a drug to prevent 
attacks of ectopic tachycardia depends entirely on 
their frequency and duration, as well as on the 
degree of discomfort they cause. 
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THE CLINICAL AND ROENTGEN 
ASPECTS OF NON-OPAQUE 
PULMONARY FOREIGN BODIES 


GEORGE J. BAYLIN, M.D. 
and 
THOMAS L. MARTIN, M.D.* 
DURHAM 


The aspiration of foreign materials into 
the lower respiratory passages may lead to 
serious and prolonged illness. Inorganic ob- 
jects are less apt to produce pulmonary 
changes than is vegetable matter. 

Nuts and vegetable matter, once in the 
bronchi, tend to break up; this tendency, 
coupled with the patient’s coughing, actually 
may cause numerous fragments to be dis- 
seminated into lung segments. Some work- 
ers have stressed the high toxicity of the 
fatty acids of peanuts. Gobbel” in a recent 
experimental study could not substantiate 
this belief, although he did find that peanut 
oil produces a lipid pneumonia in rabbits. 
This same finding has been noted in human 
beings. 

Most of the cases of foreign body aspira- 
tion occur among infants and young chil- 
dren, and it has been assumed that little can 
be done to prevent this potentially serious 
type of accident. The tendency of children to 
place various and sundry objects in their 
mouths, coupled with their urge to talk or 
laugh or cry while eating, supposedly leaves 
the matter to sheer luck. Our study, we feel, 
will shed light on this aspect of the problem 
and serve to alter some of the previously 
held assumptions. 

Analysis of One Hundred and Sixty Cases 
Clinical aspects 

For this report we have analyzed 160 
cases. Of these 160 patients, 118 were white 
and 42 were Negroes. Of greater interest 
and significance is the age range (table 1). 
One hundred and twenty-nine of the 160 pa- 
tients were between 1 and 5 years of age, 
and 102 were in their second or third year. 
Almost every patient over 20 years of age 
was either edentulous or a worker who ha- 
bitually held objects such as tacks, nails, or 

~ Read “before the First General Session, of 
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Table 1 
Age Distribution 


20 and over 
TOTAL 


pins in his mouth or between his teeth while 
at work. 

Table 2 shows the various types of foreign 
bodies aspirated. In 21 cases the objects as- 
pirated were metallic. These cases will be 
mentioned but briefly, for they were the most 
innocuous of the group. The remaining pa- 
tients aspirated some type of organic matter. 
The peanut was by far the most common 
offender, being responsible for about 40 per 
cent of the cases in this series. As the table 
shows, the majority of our cases were caused 
by nuts, seeds, and uncooked foods (chiefly 
raw potatoes, corn, turnips, and apples). 
Particularly striking is the paucity of cases 
in which cooked foods were aspirated. 


Table 2 
Types of Foreign Bodies 


Type 
Peanut 
Watermelon seeds 
Corn and popcorn 
Pecan 
Raw foods 
Cooked foods 
Bones 
Wood 
Cocklebur 
Rubber 
Orange seed 
Opaque object 21 


TOTAL 160 


It has often been pointed out that aspir- 
ated foreign matter lodges most frequently 
in the right bronchial tree (table 3), usu- 
ally in the lower or middle lobe branch. This 
fact is undoubtedly due to the difference in 
the angulation of the right and left major 
bronchi, the right one being almost a con- 
tinuation of the trachea. In 88 instances the 
foreign body was found on the right, in 43 
on the left. Eighteen patients had the ma- 
terial lodged in the trachea. In 11 cases the 
operator was not certain as to the exact site 
from which the foreign body was removed. 

The histories given in all the cases were 
remarkably similar, In almost every instance 
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Table 3 
Site of Foreign Body 
Site 
Right lung 
Left lung 
Trachea 
Site not verified 


TOTAL 


the child was seen strangling or choking; 
after a brief period of cyanosis it retched 
and vomited and then seemed to improve, 
only to manifest cough, wheezing and dysp- 
nea sooner or later. A number of patients 
developed fever and were treated as cases 
of infectious pneumonia. 

The physical examination is of prime im- 
portance in diagnosis. The physical findings 
led to a correct diagnosis of the presence and 
site of the foreign body in 111 cases, and 
were negative in 30 (table 4). Among this 
latter group were many of the patients with 
opaque bodies in the trachea. In these cases, 
pulmonary signs were absent, although it 
was occasionally possible to determine that 
the object was moving up and down the tra- 
chea during respiration. Bilateral physical 
signs were elicited in 19 instances, and ac- 
curate localization was impossible. 


Table 4 
Accuracy of Physical Examination in Localizing 
‘oreign Body 


Localized correctly 
Examination negative 
Bilateral physical findings 


TOTAL 


Once the diagnosis is established, treat- 
ment consists, of course, in removal of the 
foreign body by bronchoscopy. This proce- 
dure was carried out in 155 cases, and 32 
patients had to have more than one bron- 
choscopy. In one youngster the procedure was 
performed twenty-five times. The chief fac- 
tor necessitating multiple examinations was 
the removal of a fragment of foreign matter 
rather than the whole object. Bronchoscopy 
in itself is a formidable procedure, particu- 
larly in young infants. Sixteen patients re- 
quired tracheotomy following the examina- 
tion, and there were a few instances of pneu- 
mothorax, mediastinal emphysema, and atel- 
ectasis as complications of the treatment. 

The total number of hospital days required 
for the treatment of these 160 patients is 
surprisingly large. Although 5 patients were 
treated as outpatients, the group spent a 
total of 1376 days in the hospital. The aver- 
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age stay was 8.6 days, and the longest period 
required for treatment was four months. 
Aspiration of foreign bodies carries a sig- 
nificant mortality. There were 9 deaths in 
our group—a mortality rate of 5.6 per cent. 
Three deaths were due to secondary infection. 


Table 5 


Accuracy of Roentgen Examination in Diagnosis 
of Foreign Bodies 


Positive findings 
Negative study 
Roentgen examination not made 


TOTAL 


Table 6 
Types of Roentgen Changes 


Emphysema 

Atelectasis 

Pneumonia 

Diaphragm changes 

Mediastinal shift 

Rib changes 

Vessel changes 

Opaque foreign body with 

pulmonary changes 

Five infants succumbed to bilateral occlu- 
sion of the major bronchi. One child died 
after a lobectomy for removal of the middle 
and lower lobes on the right side. A number 
of children developed pneumonia, but recov- 


ered with treatment. 
Roentgen aspects 

The roentgen survey is an integral part 
of the study of each case. Naturally the roent- 
genogram will localize those foreign bodies 
which are opaque, but it is also of inestimable 
value in establishing the presence of non- 
opaque bodies by disclosing the pulmonary 
changes which are so frequently produced 
(table 5). The roentgen study is of least 
help when a non-opaque object remains in 
the trachea. 

Table 6 summarizes the roentgen findings. 
Manges”, many years ago, first called at- 
tention to the important changes on the 
roentgenogram. In essence our findings par- 
allel those of Manges, but we will emphasize 
one further sign which has received scant at- 
tention—namely, the changes in the vascular 
pattern. 

X-ray examination was positive in 131 
cases and negative in 25. Four patients were 
not examined by x-ray. Several of those films 
listed as negative could not be checked, for 
they were apparently lost. Some which had 
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Figure 1. 


A. Film made in inspiration. Note the appar- 
ently normal chest. 


been interpreted as negative, however, were 
found to show changes when they were re- 
examined for this study. 

A foreign body which lodges in a bron- 
chus will most frequently cause a partial oc- 
clusion, so that some air is allowed to enter 
but none can escape. Thus air is trapped 
distal to the object and obstructive emphy- 
sema develops, producing increased translu- 
cency in the involved lung segment (fig. 1). 
This finding was noted in 66 of our cases. 
If the emphysematous segment is of suffi- 
cient size, the corresponding ribs will assume 
a fixed position, with widening of the inter- 
spaces. We observed this change in 49 cases. 
The diaphragm is often depressed and lim- 
ited in its excursion, and this finding was 
noted in 45 cases. 

Segmental or massive atelectasis (fig. 2) 
occurred less frequently and was seen usu- 
ally in cases of longer duration. It was noted 
in 30 cases. It is usually accompanied by 
narrowing of the rib spaces, shift of the 
mediastinum, and elevation of the diaphragm 
on the affected side. 

Mediastinal shift occurs with atelectasis 
and with compensatory emphysema. In the 
latter condition there occurs a to-and-fro pen- 
dulum-like shifting which is best studied 
fluoroscopically. Forty-five of our cases 
showed a mediastinal shift, and most of 


B. Film made in expiration. The right dia- 
phragm has moved up and the right lung has 
deflated normally. There is obstructive emphy- 
sema of the left lung. The heart has shifted to 
the right. 


these were instances of obstructive emphy- 
sema rather than atelectasis. 

Pneumonia (fig. 3) is considered by many 
as one of the chief complications of foreign 
body aspiration, but we found it in only 24 
cases. When present, it is usually a late man- 
ifestation. In our series pneumonia occurred 
almost exclusively in those patients who as- 
pirated vegetable matter. Often the increased 
density which is interpreted as pneumonia 
actually represents drowning of the lung dis- 
tal to bronchial occlusion. That it is not true 
infection is shown by the very rapid improve- 
ment noted after the obstruction has cleared. 

A roentgen manifestation which we ob- 
served in 49 cases is a distinct alteration in 
the vascular pattern (fig. 4). At the zone of 
obstructive emphysema the vessels were nar- 
rower than usual, and in some instances 
were so inconspicuous that they seemed to 
be absent. 

All the roentgen changes listed can be 
gleaned from good films, but fluoroscopic ex- 
amination is extremely important. The 
changes in the ribs, diaphragm, and medias- 
tinum are best studied this way. Compen- 
satory emphysema also is easier to elicit by 
fluoroscopy. Indeed, no roentgen study to de- 
termine the presence and location of a for- 
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Fig. 2. Complete collapse of the left upper 
— with compensatory emphysema of the right 
jung. 


eign body can be considered complete with- 
out careful fluoroscopic examination. 
Comment 

Factors responsible for the aspiration 
of foreign bodies 

The fact that the majority of patients in 
this group of 160 cases aspirated peanuts, 
raw foods, and seeds points, we believe, to 
the core of this perplexing problem. As we 
mentioned previously, it has been assumed 
that parents and doctors are practically help- 
less to prevent these accidents, since it is 
impossible to stand constant watch over in- 
fants so as to prevent them from putting 
objects into their mouths. Our analysis of 
160 cases, however, shows clearly that in 
the majority of instances the offending ob- 
ject which reached the lower respiratory 
tract was in fact given to the child. Only few 
accidentally or surreptitiously put the of- 
fending object into their mouths. Sometimes 
solicitous parents or admiring elders offered 
the peanuts either as a reward for good be- 
havior or as a bribe to be “good.” In other 
_cases the care of the youngster was delegated 
to a child only a few years his senior. The 
young guardian all too often decided that the 
quickest way to pacify his challenging little 
ward was to offer him nuts, apple, or the 
like. 

The swallowing reflex in the infant and 
young child is well integrated, and works 
with amazingly accurate precision when he 
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Fig. 3. Pneumonia of the right lower and 
middle lobes. There is no evidence of shift of 
the diaphragm or heart. 


is partaking of foods that are easily changed 
into a smooth, soft bolus. When, however, 
the child chews foods that constantly remain 
hard, he may find himself in difficulty. While 
it is true that he often brings on disaster by 
talking, laughing or crying while eating, it 
is obvious that the danger is maximal when 
he is eating those things that should be ta- 
boo. 

Hard, fragmented particles such as nuts 
cannot be macerated well by children until 
they have a full component of teeth. With 
such material in the mouth, aspiration is im- 
minent once the swallowing reflex is broken 
and the glottis is left unguarded. The ma- 
terial is suddenly sucked into the trachea 
and the ensuing cough usually results in in- 
creased pressure, so that the foreign body 
is driven deeper into the bronchi. Only rarely 
does the patient spontaneously eject such 
foods, whereas soft, well macerated foodstuff 
is often coughed up. Only 4 of the patients 
in our series aspirated cooked foods. Thus, 
the child who is left to his own resources and 
is fed only those foods that he should be 
getting seems in little danger. By eliminat- 
ing from the diet of voung children nuts and 
foods with seeds, the number of cases of 
foreign body aspiration could be significantly 
reduced. 


Diagnosis 
The diagnosis of a pulmonary foreign body 
is not difficult when the history is typical. 
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FOREIGN BODIES—BAYLIN AND MARTIN 


Figure 4. 


A. Film made on inspiration shows a black dis- 
tended right lung. The vessels are very narrow. 
The left lung is normal. 


When confronted with such a history, the 
physician must not dismiss his patient, even 
if all examinations are negative. Close ob- 
servation over a period of time is imperative. 

Greater difficulty is encountered when 
pulmonary changes are present in the ab- 
sence of the typical history. Persistent in- 
fection, sudden asthmatic symptoms, unilat- 
eral wheezing, and unexplained dyspnea 
should cause one to suspect a foreign body 
if no other explanation is readily forthcom- 
ing. Several of our cases were solved only by 
the finding of a foreign body on broncho- 
scopic examination. Indiscriminate perform- 
ance of bronchoscopy is to be condemned, 
however, for it may have serious complica- 
tions. 

The roentgenologist must assume a promi- 
nent role in the diagnosis and localization of 
non-opaque foreign bodies. The opaque ob- 
jects usually offer no particular diagnostic 
difficulty, and are seldom accompanied by 
the roentgen changes we have described. 

Those changes are often subtle and con- 
fusing. Obstructive emphysema, a very com- 
mon finding, produces an unyielding lung 
which remains inflated during expiration. It 
may look normal as compared to the de- 
flated lung; hence a diagnosis of atelectasis 
on the uninvolved side may be offered. Flu- 
oroscopy alone obviates this pitfall, unless 
roentgenograms are made during both expir- 


B. Film made on expiration shows normal de- 
flation of the left lung. Note the difference in 
vessel pattern.* 


ation and inspiration. Often it is helpful to 
record both phases of respiration on a single 
film, for then the obstructed side fails to 


blur and the correct diagnosis can be made. 


An unyielding emphysematous lung dis- 
places the heart to the opposite side; yet dur- 
ing inspiration the opposite lung will over- 
inflate and thus shift the heart to a more 
normal position. A swinging motion of the 
mediastinal contents thus takes place, which 
can be evaluated only by multiple films or 
fluoroscopically. It is pathognomonic of ob- 
structive emphysema. 

The recognition of massive atelectasis pre- 
sents no problem clinically or radiologically. 
Segmental collapse may be overlooked clin- 
ically, but can be recognized radiographi- 
cally. One phase of the roentgen diagnosis of 
atelectasis, however, warrants comment. A 
complete collapse of a whole lobe—usually 
the lower, but sometimes the upper—may be 
overlooked clinically and radiologically be- 
cause of compensatory changes in the sur- 
rounding lung tissue. The best means of di- 
agnosis is an oblique or over-penetrated film 
and not, as is commonly thought, a lateral 
film. The collapsed lobe may be so thin as 
to cast no significant shadow on the lateral 
view. Careful analysis of the spread of ves- 
sels in the emphysematous lung, and close 


*Vessel changes do not lend themselves repro 
duction, but are wile evident on the. ear film. 
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Figure 5. 


A. An apparently normal lung pattern, although 
there is complete collapse of the right lower 
lobe. Note the wedge-shaped shadow at the 
right cardiophrenic angle. 


observation for shifting of the hilar struc- 
tures or excessive movement of lung shadows 
will often lead to the proper evaluation (fig. 
5). 

The vessel changes of obstructive emphy- 
sema are different from those found in com- 
pensatory overinflation. In the former con- 
dition, because of trapping of air and the 
increased intra-alveolar pressure incident to 
coughing, the vessels are narrowed and carry 
less blood. Hence, their density is less, and 
the involved lung becomes more radiolucent. 
Such a change can be recognized even in 
small lung segments before there is any 
marked overdistention. This finding has been 
emphasized by Westermark™. We have found 
it extremely helpful and wish to emphasize 
its importance as a sign of partial bronchial 
obstruction. 

There is a gratifying correlation between 
the physical and radiologic findings in this 
series of cases. The degree of accuracy in 
diagnosis by these means of examination is 
encouraging and stresses the importance of 
closer cooperation between the clinician and 
the roentgenologist. 

8. Westermark, N. J. The Roentgen Studies of the 


H.: 
Lange and Heart, Minneapolis, The University of Minne- 
sota Press, 1948, pp. 55-97. 


B. A lateral film showing no evidence of the 
atelectasis. 


Prevention 

More important, however, is a program of 
education. Prevention is our goal. Those of 
us who are entrusted with the medical care 
of children should inform parents concern- 
ing the hazards of those foods which their 
children cannot properly masticate. There is 
no justification for the negative attitude that 
nothing can be done, because the child’s re- 
flexes are not well enough integrated for 
him to swallow properly. Let us rather stress 
what the child should and should not be fed, 
and we may then reduce significantly the 
incidence of foreign body aspiration. 


Summary 

1. A series of 160 cases of foreign bodies 
in the tracheo-bronchial tree is analyzed. 

2. Peanuts, seeds, and raw foods were the 
most common offenders, and these were in 
almost every instance offered to the child 
rather than picked up accidentally. 

3. The majority of cases occurred in chil- 
dren between 1 and 3 years of age. 

4. The mortality rate in this series was 5.6 
per cent. 

5. There was a close correlation between 
the physical and x-ray findings. 

6. The outstanding roentgen changes were 
obstructive emphysema, atelectasis, changes 
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in rib relationship, changes in diaphragma- 
tic function, mediastinal shift, and altera- 
tions in the vascular pattern. Pneumonia oc- 
curred in about 20 per cent of the cases. 


THE USE OF BETA IRRADIATION IN 
OPHTHALMOLOGY 


FREDERICK W. STOCKER, M.D. 
and 
SAMUEL D, MCPHERSON, JR., M.D. 
DURHAM 


A method for utilizing beta irradiation in 
the treatment of external diseases of the eye 
was described by Burnam and Neill in 
1940”), The instrument described by them 
consisted of a soda glass bulb 5 mm. in diam- 
eter and containing 200 to 500 millicuries of 
radon enclosed in a brass cylinder to protect 
the operator. With this instrument Burnam 
and Neill, Woods®’, and Iliff® reported 
startling results in the treatment of both in- 
flammatory and neoplastic lesions of the ex- 
ternal eye and ocular adnexa. Because of the 
difficulty of obtaining radon, except in areas 
near radon-producing laboratories, this 
method has never been widely used. 

In 1947 Iliff described a radium applica- 
tor which affords a method of treating many 
external diseases of the eye with beta irradi- 
ation and which is readilv available to the 
practicing ophthalmologist. It is the purpose 
of this paper to describe the method of treat- 
ment and the results obtained in treating 25 
eyes with this applicator during the past two 
years at the McPherson Hospital. 


Method 

Beta irradiation is applied with the Iliff 
applicator (fig. 1), which is a rectangular 
applicator measuring 6 by 12 by 6 mm. and 
containing 50 micrograms of radium salt. 
The sides and back are constructed of silver 
and are, respectively, 1 and 3 millimeters in 
thickness. The front or treatment surface is 
covered with a 0.1 mm. layer of “monel” 


From the McPherson Hospital, Durham, North Carolina. 

Read before the Section on Ophthalmology and Otolaryn- 
gology, Medical Society of the State of North Carolina, Pine- 
hurst, May 10, 1949, 


1. Burnam, C. F. and Neill, W., Jr.: Use of Beta Ray of 
Radium South. M. J. 38:279-286 (Match) 1940. 

2. Woods, A. Treatment of Tuberculosis of Anterior Por- 
tion of thy ‘with Beta Rays of Radium, Arch. Ophth, 22: 
785-742 (Nov.) 19389. 

. Tiff, C. E.: Beta ‘Irradiation in Ophthalmology, Arch. 
38:415-441 (Oct.) 1947, 

. Tift, E.: Beta Ray Radium Applicator for Ocular Use; 
Report, Arch. Ophth. 38:827-880 (Dec.) 1947, 
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Fig. 1. lliff applicator, reduced in size. 
Insert: Silver screen, actual size. 


metal. A handle 28 cm. in length is screwed 
into the back of the plaque. 

The eye to be treated is anesthetized with 
two instillations of 2 drops of a 0.5 per cent 
solution of tetracaine hydrochloride. If the 
lesion to be treated lies on the conjunctival 
surface of the lid, the lid is simply everted 
and the applicator held gently in place for 
the appropriate treatment time. If the lesion 
to be treated is on the globe, a lid speculum is 
inserted and the applicator is again applied 
in direct contact with the lesion for the de- 
sired treatment time. If the lesion is very 
small and circumscribed, the 1 mm. silver 
plate shown in figure 1 is clipped on the ap- 
plicator to shield all but a 3 mm. opening over 
the center of the treatment surface. In no 
case was more than ten minutes’ exposure 
given to any one area at one time. Treatment 
was not repeated in less than two weeks. 


Results 

A total of 25 eyes have thus far been 
treated with beta irradiation. The shortest 
treatment time employed for any lesion was 
fifteen minutes, and the longest seventy min- 
utes. 

Vernal conjunctivitis 

Six eyes with palpebral vernal conjunctivi- 
tis were treated with beta irradiation. All 
of these eyes showed large, inflamed follicles 
and papillae on the retrotarsal folds and tar- 
sal conjunctiva, with marked photophobia 
and blepharospasm. The average treatment 
time per unit area was thirty minutes. At 
the conclusion of treatment, these lesions had 
completely disappeared, the conjunctivae 
were white, and the patients’ subjective 
symptoms were cured. 

Three eyes with limbal vernal conjunctivi- 
tis were similarly treated. These all showed 
the characteristic hypertrophic inflamed con- 
junctival masses at the limbus. These eyes 
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received an average of thirty-five minutes’ 
irradiation per unit area, and again the in- 
tense hyperemia disappeared and the hyper- 
trophic conjunctiva at the limbus flattened. 
Symptoms were completely relieved in all 
these patients. 


Inflamed or recurrent pterygia 

Nine eyes with inflamed or recurrent 
pterygia were treated with beta irradiation. 
In 7 of these, the vascularity of the ptery- 
gium was completely blanched, the recur- 
rence halted, and the accompanying local ir- 
ritation relieved. The average treatment 
time for these 7 eyes was thirty-five minutes. 
In the remaining 2 patients there was no ap- 
parent change in the appearance of the le- 
sion ; these patients received only fifteen min- 
utes of irradiation, however — an amount 
probably insufficient to affect the appear- 
ance or the course of the lesion. 


Pseudopterygia 

One patient with a fleshy vascular pseu- 
dopterygium which resulted from an alkali 
burn was treated. Forty minutes’ irradiation 
produced complete blanching of the vessels, 
reduction in the size of the lesion, and relief 
of irritation. 


Corneal vascularization 

In his original description of this appli- 
cator, Iliff stated that because of the low 
concentration of beta irradiation per unit 
area treated and the prolonged treatment 
time, it would be of little use in occluding cor- 
neal vessels. In spite of this statement, we 
have treated 4 patients with corneal vascu- 
larization in an attempt to relieve the ac- 
companying local irritation, to occlude shad- 
ow vessels, and thus to improve vision. In 
3 of these cases corneal vascularization fol- 
lowed chemical burns, and in the fourth case 
it followed extensive corneal ulceration. In 
all cases treatment was given at the limbus 
in the area where conjunctival and scleral 
vessels emerged into the cornea. The average 
treatment time for these eyes was forty-five 
minutes. In 3 of these 4 eyes there was sub- 
stantial reduction of the corneal vasculariza- 
tion and improvement in corneal clarity. In 
one case keratoplasty was subsequently per- 
formed, and vision of 20/50 obtained. There 
was no vascularization of the graft. 


Sclerosing keratitis 
One patient with sclerosing keratitis of 
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three years’ duration was treated. This pa- 
tient received twenty minutes of beta irradia- 
tion directly to the involved cornea with no 
apparent effect on the lesion. 
Papilloma 

One patient with a papilloma of the lid 
was treated. This patient received thirty 
minutes of beta irradiation. This amount of 
treatment was sufficient to cause a complete 
disappearance of the lesion. 


Comment 


The radium salt contained in the Iliff ap- 
plicator is sealed in a vacuum, which allows 
radon gas produced by radium to accumulate. 
The radon in turn emanates alpha, beta, and 
gamma rays. The alpha rays are completely 
absorbed by the “monel” metal face plate, 
which allows only the beta and gamma rays 
to pass through. The beta rays compose ap- 
proximately 93 per cent of the effective em- 
anations from this applicator, and the gamma 
rays only 7 per cent. Beta rays are surface 
acting rays, and according to Hughes”), 96.1 
per cent are absorbed in the first 3 mm. of 
tissue. The gamma rays are comparable to 
hard x-rays and penetrate much deeper. Be- 
cause of the lack of penetration of beta rays 
and the low concentration of gamma rays, 
this applicator offers a relatively wide mar- 
gin of safety in treating diseases of the ex- 
ternal eye. Hughes and Iliff® stated that in 
ten years’ experience with the radon and ra- 
dium applicators they had never observed 
the development of irradiation cataracts. 
Ruedemann’s experience has evidently been 
similar, although his work has been entirely 
with radon. 

The consistently good results obtained with 
beta irradiation in the treatment of vernal 
conjunctivitis, angioma, and papilloma of the 
globe and lids are due in large part to the 
high sensitivity of those tissues to irradia- 
tion. Desjardins” listed the following tissues 
in order of diminishing sensitivity : lymphoid 
cells, polymorphonuclear and_ eosinophilic 
leukocytes, epithelium, endothelium, connec- 
tive tissue, muscle, bone, and nerve. Other 
factors which influence the susceptibility of 
tissues to irradiation are the maturity of the 
cells, the degree of vascular and inflamma- 


5. Hughes, W Jr., and Iliff, C. E.: Beta Irradiation of 
th + Ophth. 82:351-860 (March) 1949. 

6. Ruedemann, sy "D.: Beta Radium in Treatment of Cor- 
neal Lesions, Society Transactions, Arch. Ophth. 88 :556- 
562 (Oct.) 1947. 

7. Desjardins, A. U.: Action of Roentgen Rays or Radium 
Inflammatory Processes, Radiology 29:436-445 (Oct.) 
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tory change, and the accessibility of the le- 
sion to treatment. Many common lesions of 
the external eye and ocular adnexa possess 
most of these required characteristics and 
are therefore usually susceptible to treatment. 
with irradiation. The Iliff applicator offers 
an effective and simple method of treating 
these lesions with minimum risk. It is always 
available for use, and its source of irradia- 
tion is practically inexhaustible. 


Summary 


1. The results of the treatment of 25 eyes 
with the Iliff applicator are reported and 
discussed. The lesions treated were limbal 
and palpebral vernal conjunctivitis, inflamed 
and recurrent pterygia, pseudopterygia, cor- 
neal vascularization, sclerosing keratitis, and 
papilloma of the lids. 

2. The treatment time varied from ten to 
seventy minutes per unit area treated. 


8. Results were uniformly successful ex- 
cept in one case of sclerosing keratitis. 


Discussion 


Dr. H. H. Briggs (Asheville): How does radium 
compare with x-ray therapy of external diseases of 
the eye? 

Dr. McPherson: I have had no experience at all 
with x-ray. I have always been afraid of it, particu- 
larly around the eye. I think radium is more desir- 
able than x-ray, since the ophthalmologist can know 
what dose he is giving. The skin erythema dose for 
beta irradiation is 18 gram seconds; for the gamma 
rays, it is four minutes. The largest dose we have 
given is seventy minutes of irradiation, which is 
equivalent to about 126 gram seconds. The danger 
of a cataract’s developing from gamma irradiation 
is almost nil. 

A member: Dr. McPherson mentioned that the 
x-ray treatment has certain dangers. I have found 
that in some cases treated by x-ray a cataract de- 
velops. 

Recently radium D has been introduced, and I am 
wondering if this wouldn’t be more satisfactory. 

Dr. Stocker: Radium D emanates only beta rays, 
and the results havn’t been quite as satisfactory as 
with the radium we are using. The newest concept 
is that the small amount of gamma rays you get 
from the radium probably enhances the effect, al- 
though it is not enough to do any damage. 

However good one may be as a surgeon, and 
however good the technique one is using for removal 
of pterygia, one always has some cases which recur; 
these lesions respond beautifully to radium treat- 
ment. 

A member: We have treated some cases with ra- 
dium and some with x-rays. In a good number of 
the cases there was severe scarring of the cornea. I 
think we did not give large doses of radium as 
compared to the doses you have outlined. 

We use a head band instead of having someone 
hold the applicator in position. We strap it in po- 
sition with adhesive tape, or sometimes even have 
the patient hold it. 
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EFFECTS OF LOBOTOMY AS OBSERVED 
IN A NORTH CAROLINA STATE 
HOSPITAL 


SARAH E. GLAss, M.D. 
RALEIGH 


Six months ago we reported very briefly 
on two series of cases of mental illness in 
which lobotomy, or one of the recently devel- 
oped modifications of this procedure, had 
been employed. One series consisted of 12 
female patients who had been mentally ill 
for periods varying from three to twenty- 
four years and had been confined in one of 
the State Hospitals of North Carolina for at 
least fourteen months (maximum, eleven 
years) prior to operation. The period of post- 
operative observation ranged from two to 
thirteen months. The second series, consist- 
ing of two female and one male patient, had 
not been known to us until after their opera- 
tion. The duration of illness in this group 
ranged from slightly less than one year to 
seventeen years. Our postoperative observa- 
tions were made after a lapse of five months 
in one case, and after slightly more than 
eleven months in the other two. 

Since that report was made, we have 
slightly extended the number of cases in both 
series and the span of time over which their 
postoperative courses have been observed. 
While we recognize that our series are small 
and the periods of observation brief, we be- 
lieve that the data which we have accumu- 
lated may contribute something toward the 
evaluation of brain surgery as a therapeutic 
measure in mental illness. 


Cases Studied at the State Hospital before 
Operation 

Considerations leading to the selection of 
cases in our first series were the usually ac- 
cepted ones”): duration of illness (of suffi- 
cient length to test the patient’s reactive and 
recuperative powers) ; lack of sustained re- 
sponse to other forms of treatment; preser- 
vation of intellect and of affect; and availa- 
bility of family resources to support the re- 
habilitation program. 
~ Read bef before the Section on ,Neurology and Psychiatry, 
Medical Soasty of the State of North Carolina, Pinehurst. 


May 11, 
From ae pane Hospital at Kaleigh, North Carolina. 


1. and Watts, J. W.: (a) Psychosurgery, 
Sorinefici, Charles C. Thomas, 1942 (b) Pre- 
y: Survey of 831 Cases, Am. J, M. Se. 

2111-8 (Jan.) 1946. 
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Our therapeutic aim in general has been 
rehabilitation of the patient for home or com- 
munity living, or failing that, more comfort- 
able institutional adjustment. The specific 
symptoms which to us indicated the pro- 
cedure’”*"*) were episodic or chronic ten- 
sion, anxiety, agitation, aggressiveness to- 
ward self or others, behavior requiring 
seclusion or restraint, destructiveness, and 
addiction of psychogenic origin. 


Results 

The essential data concerning the patients 
in the first series are listed in table 1. The 
average duration of illness was slightly more 
than nine years. The group included 9 schizo- 
phrenics, 4 manic-depressives, and 1 drug ad- 
dict. Eight of the group (4 schizophrenics, 3 
manic-depressives, and the drug addict) are 
now at home on what we term a much im- 
proved status; 1 has been discharged. Of the 
6 patients still requiring hospitalization, 
three schizophrenics have improved suffi- 
ciently to visit occasionally from the hospi- 
tal; two others can be maintained more com- 
fortably, on better wards; one patient, a 
manic-depressive, who was treated by topec- 
tomy, is regarded as clinically unchanged. 

The following letter which came to us from 
patient no. 6, after eleven months at home, 
is of sufficient interest to be given in full: 


“We appreciate your interest and are very grateful 
for it, also for the part your hospital played in 
engineering my treatment; for everything we are 
eternally indebted to you. 

“My. whole attitude toward the world in general 
seems to have taken on a new light. My family is 
harmoniously united at last. I am myself again, ex- 
cept that now I am completely happy for the first 
time in my life. During the years of my illness I 
yearned to teach music, but now I’m like unto the 
story saying the grass in the next pasture was green- 
est; now that I have access to teaching I no longer 
care about it. 

“My gigantic ambition has turned to the improve- 
ment of my home. I am also deeply interested in 
renewing old friends and cultivating new worthwhile 
ones. My ability to organize and manage my home 
was very poor at first, but is improving fast. I have 
not gone out quite as often as I cared to, but I’m 
saving money to attend the types of clubs, lectures, 
concerts and so forth that I consider educational 


and helpful. I, so far, have not been able to com- 
2. (a) Stevens, H. and Mosovich, A.: Clinical and EEG In- 
vestigation of Prefrontal Lobotomy Patients, Am. 
Away 104:78-80 (Aug.) 1947, (b) Oltman, J. E., Brody, 
Friedman, S., and Green, W. F.: Frontal Lobotomy : 
Citsical Experience with 107 Cases in a State Hospital, 
Am. J. Psychiat. 105:742-751 (April) 1949. (c) Rothschild, 
D. and Kaye. A.: Effects of Prefrontal Lobotomy on the 
Symptomatology of Schizophrenic Patients, Am. J. Psy- 
chiatry 105:752-759 (April) 1949, 
8. (a) Greenblatt, M., Arnot, R. E., Pop J. L. and Chap- 


man, W. P.: Report on Lebetomy at Boston 
Psychopathic Hospital, Am. J. 
1947, (b) 
Today, 


Psychiat. 104:361-868 (Dec.) 
Kalinowsky, L. B.: Shock Treatments as 
Digest Neurol. & Psychiat, 17:296 (May) 1949. 
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pletely stop using profanity at times. We have not 
started going back to church yet, but we are plan- 
ning to do so soon. I’m still greatly interested in 
choir work and plan to re-enter ours. 

“My worst draw-back is absentmindedness; fortu- 
nately that also seems to be clearing up. Another 
one of my inabilities is not being able to organize 
and condense materials. This letter is an example of 
that. 

“All in all it seems that now I remember only the 
beautiful and worthwhile things done by relatives 
and friends and the undesirable ones are forgotten. 
I don’t know why, but for this change I am truly 
grateful. It seems that every place I go the fattened 
ram (so to speak) is slain and laid for a feast in 
my honor. This makes me feel like the returned 
prodigal of the Bible. I feel so unworthy, but now 
I really know how to appreciate their attention. 

“Thank you so much for reading this Chinese 
puzzle. I’m learning to type all over again. Many 
thanks for everything.” 


The social worker’s report of a visit to 
this patient in her home reads as follows: 


“Whereas formerly she wanted to stay by herself, 
now she is ‘so forward’ in greeting friends that her 
husband tells her that people who do not know her 
are likely to think her ‘bold’ . . . When she first 
came home from the hospital she found it difficult 
to stick to any task. She felt well and not lazy, but 
she just did not have any push. Often her husband 
would return at night to find nothing done at home 
except for the evening meal being on the stove. How- 
ever she is now able to keep up with the housework 
quite well, has a flower garden, and occasionally 
finds some time for needlework. During her men- 
strual periods she sometimes gets jittery and a little 
irritable, but most of the time she feels ‘just too 
good.’ She spoke several times of how conscious she 
was now of her appearance. If she goes anywhere 
she wants to be ‘in the height of fashion,’ whereas 
before she had not cared what she wore. Her husband 
tells her she should be married to a millionaire. At 
first when she got home from the hospital her hus- 
band gave her $10.00 a week allowance, but stopped 
when they both realized that she could not handle 
it. Now he has started giving her $5.00 a week and 
she is trying to be saving, but finds that she keeps 
buying little things that they need. She no longer 
gives things away as she used to do. She notes some 
memory loss, but the thing that bothers her now 
is that from time to time she will break into profanity. 
Occasionally she can control herself, but generally 
she cannot, and therefore she and her husband have 
not yet started back to church lest she have such a 
spell while attending. She insists that she no longer 
feels guilty about anything, but can describe in 
detail how before her operation she believed herself 
to be the devil, and her husband to be God, and how 
she definitely saw herself in the pit of Hell. She 
states that she never heard voices, but that her 
former compulsions came ‘as if from a tap on the 
brain.’ She has had her teaching certificate renewed 
and was offered a teaching position this year, but 
she thought that her place was in the home. Although 
she insisted that her mood was one of elation, her 
expression was one of sadness except when she 
smiled, and a number of times during the interview, 
as when she spoke of their poor financial circum- 
stances, her eyes filled with tears.” 


The husband of patient no. 7 writes: 
“She has a hard time getting things done at home. 
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Table 2 
Patients Admitted After Brain Surgery 


Duration of Iliness Diagnosis 
Prior to Surgery 


1 year 


Case SexfAge Admission 
No. Date 
1, F/46 6-22-48 
9-29-48 
7-24-48 


Involutional 
melancholia 


F/39 17 years 

Paranoid 
schizophrenia 

Schizophrenia, 
other types 


M/31 7 years 


M/18 1-25-49 3 years 


Paranoid condition 
? Psychoneurosis 


Postoperative 
Procedure Observation Status* 
(Months) 


Therapy Prior 
to Surgery 
Electric shock Transorbital 

botomy 
Prefrontal 
Lobotomy 
Prefrontal 
Lobotomy 
Prefrontal 
Lobotomy 


Psychotherapy 
Electric shock 


Psychotherapy 


(schizo-affective) 


M/30 2- 7-49 13 years 
alcoholism 
Schizophrenia, 


other types 


M/16 4- 6-49 4 years 


Psychasthenia and 


Prefrontal 
Lobotomy 

Prefrontal 
Lobotomy 


Electric shock 


(schizo-affective) 


Meaning, of abbreviations: 
W—Worse 
I—Improved 
Dis—Discharged 


She seems to want to put off doing her household 
duties until the last thing, and seems to have not 
too much conception of time going by. I suggest and 
reason with her, and I think she is gradually im- 
proving along this line. She can do it, but seems 
to want to drag along and consume so much time in 
doing it. She did use quite a bit of profanity at the 
slightest provocation, but she has stopped that and 
very seldom uses any at all now. She buys the big 
portion of our groceries and her personal items, and 
uses pretty good judgment in selecting and choosing 
what she wants.” 
Comment 

From the analysis of such reports as the 
above, as well as our own observations on 
the wards and in the occupational therapy de- 
partment of the hospital, we believe that lo- 
botomy may be expected to produce the fol- 
lowing desirable results in many patients: 
apparent relief from anxiety and inner tur- 
moil; increase in friendliness and sociability ; 
passive acceptance of situations which they 
cannot change and which previously caused 
frustration; and ability to resume responsi- 
bility and social relationships in the home, 
community, or hospital. We do not overlook 
the so-called ‘frontal lobe deficit,” the emo- 
tional flattening, the indifference to the feel- 
ings of others, the lack of concern for the 
future, the limited power to concentrate and 
persevere, the “reduced drive,” or the lack 
of self-control, In the selection of patients 
to be treated by brain surgery, the probable 
gains must always be weighed against the 
possible deficit, 

Cases Admitted after Operation 
Data on our second series of cases are pre- 


4. Freeman, W.: Transorbital Lobotomy, Am. J. Psychiat. 
105:784-740 (April) 1949. 


sented in table 2. Two female patients and 
four males were admitted to the State Hos- 
pital at Raleigh for the first time from three 
to seventeen months following brain surgery. 
They have been with us from two to eleven 
months. 


Results 

Postoperatively, while these patients were 
out of the hospital, and before they came to 
us, they showed such symptoms as poor judg- 
ment in regard to spending and financial ob- 
ligations, lack of social conformity, sexual 
promiscuity, exaggerated alcoholism, epi- 
sodes of irritability, confused thinking, and 
disturbances of affect. Within the hospital 
they have presented no really serious prob- 
lem in management, although one escaped. 
Another was discharged to return to Duke. 
The one who had the transorbital lobotomy 
has recently become incontinent. Tenseness 
and aggressiveness appear to have been amel- 
iorated, though one patient says, “I still feel, 
but can’t express my feelings.” 

In one sense these patients might be con- 
sidered as therapeutic failures; yet in the 
light of the second aim set ourselves, they 
are not. From the administrative and nurs- 
ing points of view, the effect of lobotomy in 
saving “wear and tear,” materially and emo- 
tionally, in lessening accidents and injuries, 
in eliminating suicidal risks, and in saving 
property from waste and destruction, is ob- 
viously significant. Both the patient and his 
or her associates are enabled to live more 
comfortably in the hospital. 


Effects on Professional Staff 


The effects of the program on the profes- 
sional staff of our hospital should be men- 
tioned briefly. The presence of the patients 
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in our second series serves as a healthy stimu- 
lus to more critical selection of cases for the 
first series. This involves careful appraisal of 
the dynamics in the case; consideration of 
the alterable factors, personal and social, in 
the patient’s incapacity ; and weighing of the 
possible unfavorable changes against the 
probable gains. It further stimulates us to 
a more critical appraisal of the various treat- 
ment procedures available, whether they be 
surgical, physical, chemical, occupational, so- 
cial, recreational, or psychological. Finally, 
it challenges us to more critical research and 
education directed toward better understand- 
ing of the patient, and better methods of 
helping him find his way of wholesome liv- 
ing. 
Summary 

I have reviewed two series of cases con- 
taining a total of 20 patients, the majority of 
whom suffered from chronic mental illness 
of various diagnostic classifications. All pa- 
tients in both series were treated with pre- 
frontal lobotomy, with the exception of one 
in the first series on whom a topectomy was 
done, and one in the second series who had 
a transorbital lobotomy. The first series of 
14 patients had been hospitalized for pro- 
longed periods before surgery ; the 6 patients 
in the second series were admitted to our 
hospital for the first time after operation. 

Despite a so-called “frontal lobe deficit,” 
8, or 57 per cent, of the patients in the first 
series are at home making an acceptable ad- 
justment, having been out of the hospital for 
periods ranging from four months to a year 
and eight months. Five additional ones can 
be maintained without serious difficulty on 
better wards, and 3 of these are able to leave 
the hospital for occasional visits. One, on 
whom a topectomy was performed, has been 
classified as unimproved. 

It is not likely that the second series of 
patients, who were admitted following brain 
surgery, will be able to adjust to community 
life, but they offer no serious problems of 
management in the hospital. One patient of 
this group, however, has escaped, and one 
has been discharged for further study at 
Duke. 

Both series of cases easily justify an ex- 
tension of the lobotomy program, with more 
critical selection of cases, keener appraisal 
of other therapeutic tools, and more serious 
research directed toward a better under- 
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standing of the patient and his therapeutic 
needs. 
Discussion 

Section Member: Could you tell whether the pa- 
tients in the second series had had postoperative 
training programs? 

Dr. Glass: So far as I know, none had any special 
postoperative training. The patient who wrote the 
letter which I read was one who went directly home. 
A great deal depends on the family’s support and 
understanding of the situation. 


USEFUL DRUGS IN GERIATRIC 
PRACTICE 


ARTHUR FREEDMAN, M.D. 
GREENSBORO 


It is rarely difficult to outline therapy 
once a diagnosis has been made. Among pa- 
tients in the older age group, however, diag- 
nosis is frequently obscure. Bodily reaction 
to disease may be modified, and it is not al- 
ways possible to explain all of the patient’s 
symptoms on the basis of a single diagnosis. 
Older people are likely to have acute proces- 
ses superimposed on pre-existing chronic ail- 
ments, or they may present themselves with 
an accumulation of disturbances with which 
they have lived for so long that they have 
forgotten what it is to enjoy good health. 

Geriatric practice is also made more diffi- 
cult by the fact that elderly patients do not 
always react to drugs as they are expected 
to. This fact deserves emphasis, because an 
adverse medicinal effect which is not recog- 
nized as such may result in the loss of ground 
tenuously held by the patient, and increase 
his disability. Of equal importance is the pos- 
sible loss of the patient’s confidence in his 
physician. The aged are distrustful of mod- 
ern medical methods, and often come to phy- 
sicians only after persuasion by younger 
members of their families. It is better, there- 
fore, to go slowly, and prescribe with caution. 

It is not easy to define old age. The stooped 
posture, wrinkled skin, and halting, high 
pitched speech are not necessarily character- 
istic. It is important to recognize that peo- 
ple do not wear out all at once, but that one 
system may show the effects of age before 
any of the others begin to. In some cases, 
however, all the aging processes are so grad- 
ual that, when the patient finally seeks medi- 
cal advice, senility is manifest at first glance. 


Read before the Section on the Practice of Medicine, Medi- 
+ peated of the State of North Carolina, Pinehurst, May 11, 
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Treatment of Diseases of the Heart and 
Circulation 


Diseases of the heart and circulatory sys- 
tem are the conditions most commonly re- 
quiring treatment in the older age group. 
Hypertension 

Hypertension in the aged is not responsive 
to drugs in most instances. In many older 
patients the level is fixed and the body func- 
tions more or less depend on the elevated 
pressure. Lowering it with drugs such as 
Veratrum, for example, may produce symp- 
toms of cerebrovascular insufficiency. When 
the pressure is labile, sedatives may help; 
but readjustment of the life situation, if pos- 
sible, is more likely to benefit the patient. 


Congestive heart failure 


In congestive heart failure, the medica- 
tions of choice currently are digitalis and the 
mercurial diuretics, and the objective of their 
use is to render the patient free of dyspnea, 
edema, or both. The two types of digitalis 
preparations generally accepted are whole 
leaf digitalis and digitoxin. Digitoxin, being 
a more purified preparation, is administered 
in tenths of a milligram. It is believed to be 
absorbed in its entirety through the intes- 
tinal tract. The whole leaf is administered 
in tenths of a gram, and contains ingredients 
which sometimes produce nausea. 

The correct dose of either of these drugs 
is that required to slow a rapid heart, pro- 
mote diuresis, and control pulmonary and 
peripheral congestion. The amount required 
for these purposes varies from one indivi- 
dual to the next. As little as 0.3 mg. of digi- 
toxin or 0.3 Gm. of digitalis weekly may be 
sufficient, or five times that amount may be 
required for maintenance. 

Authorities differ on the question of em- 
ploying single or multiple doses for initial 
digitalization. It is contended that a smaller 
amount is required if a full digitalizing dose 
of digitoxin is given all at once. Only if the 
patient is dying of congéstive failure does 
the need for rapid action arise. Under these 
circumstances, other measures such as oxy- 
gen, opiates, and phlebotomy are more likely 
to provide immediate relief. 

As adjuvants for controlling venous con- 
gestion the mercurial diuretics are most ef- 
fective, and much safer than they were for- 
merly thought to be. Occasional adverse re- 
actions do occur, but these almost always 
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follow intravenous administration of the 
drugs. If one is careful to start with small 
doses — approximately 0.5 cc. given  in- 
tramuscularly—and to increase the dose and 
the frequency of administration as indicated 
by a daily weight chart, toxic effects will be 
extremely rare. 

Cardiac arrhythmias 

Cardiac arrhythmias may be distressing 
and sometimes dangerous. Rapid auricular 
fibrillation may be slowed with digitalis, and 
cardiac function thereby rendered more effi- 
cient. Quinidine is indicated, however, for 
the prevention and treatment of paroxysmal 
attacks of tachycardia and of the arrhyth- 
mias. The relative safety of this drug has 
only recently been appreciated. In its use it 
is well to bear in mind, first, that there are 
occasional patients with an idiosyncrasy to 
the drug, and second, that it is not cumula- 
tive in action like digitalis, but is excreted 
within approximately six hours of its admin- 
istration. If haste is not essential, the initial 
dose should be 0.1 Gm, and subsequent doses 
of 0.2 Gm. or more should be given every 
three to six hours. Rarely will more than 1.5 
Gm. be required in twenty-four hours for 
the initial effect, or more than 0.8 Gm. daily 
for maintenance. 

There is still difference of opinion on the 
advisability of converting slow fibrillation to 
normal rhythm with quinidine. The risk of 
dislodging an intracardiac thrombus has been 
exaggerated, but it should be taken into con- 
sideration. The danger is probably less when 
dicumarol is being used simultaneously, but 
it is well known that dicumarol will not dis- 
solve an already existent clot. 

The parenteral use of Neosynephrin has 
recently been found effective in the treat- 
ment of paroxysmal auricular tachycardia. 
The dose is about 0.5 to 1.0 mg. intraven- 
ously. 

Occasionally bradycardia may be respon- 
sible for fainting or other manifestations of 
cerebral anoxemia in older people. When 
bradycardia is due to heart block with idio- 
ventricular rhythm, whether paroxysmal or 
permanent, ephedrine or barium salts, to in- 
crease the rate of ventricular beating, may 
be helpful. 

Angina pectoris 

For the relief of angina pectoris, nitrogly- 
cerine is the drug of choice. It is well to spe- 
cify the soluble form because of its more 
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rapid absorption. The dose is about 0.3 mg. 
(1/200 grain), repeated as often as necessary 
for relief of pain resulting from coronary 
spasm. Some patients will have headache and 
lowering of the blood pressure as a conse- 
quence of the general vasodilatation pro- 
duced, but these effects are transient. That 
dose which gives relief without unpleasant 
side effects should be used. 


Peripheral vascular disease 


Dysfunction of the peripheral vascular sys- 
tem is encountered frequently. Sclerotic nar- 
rowing of peripheral arteries may interfere 
with the adequacy of circulation to the ex- 
tremities. In such patients Priscol given or- 
ally in doses of 20 to 50 mg. three or four 
times daily may relieve associated spasm. Of 
the unpleasant side effects, chilling and 
faintness occur with greatest frequency. If 
these symptoms are marked, Prostigmine is 
reported to be an effective antidote. 

Phlebothrombosis may cause leg pain, ul- 
cers, or embolism. Dicumarol is being used 
for this condition to an increasing extent 
among ambulant patients, with benefit. Ac- 
curate prothrombin determinations at rela- 
tively frequent intervals are essential to con- 
trol the dosage. Following surgical opera- 
tions or coronary thrombosis, dicumarol has 
proved of value in reducing the incidence of 
intravascular as well as intracardiac clot- 
ting. 

Cerebrovascular insufficiency 

One of the signs of cerebrovascular insuf- 
ficiency is Parkinsonism. Although not al- 
ways effective, the belladonna alkaloids, in 
the form of tincture of stramonium, atropine 
tablets, or some of the proprietary combina- 
tions, should be tried if the symptoms are at 
all severe. Before any one of these drugs is 
abandoned as being ineffective, it should be 
given in doses large enough to cause dryness 
of the mouth, while avoiding if possible the 
production of tachycardia and mental confu- 
sion. Other symptoms of cerebrovascular in- 
sufficiency, such as dizziness, may be modi- 
fied by nicotinic acid, given either orally or 
parenterally, in flushing doses. This drug 
may be helpful even in the absence of pella- 
gra. In a few elderly individuals dizziness 
may be relieved by some of the remedies for 
seasickness. They at least deserve a trial. 

The use of rutin for the control of capil- 
lary hemorrhage has come into prominence 
recently. In patients with hypertension or 


DRUGS IN GERIATRICS— FREEDMAN 73 


diabetes, cerebral or retinal hemorrhage is a 
constant menace; and, depending on the lo- 
cation and magnitude of the bleeding, the ef- 
fects may be incapacitating. The consensus 
is that rutin should be used only after the 
petechial index has been determined. How- 
ever, since the drug seems to be without toxi- 
city, its prophylactic administration for dia- 
betic or hypertensive patients, in amounts of 
50-100 mg. two or three times daily, would 
seem to be permissible. 


Treatment of Diseases of the Respiratory 
System 
Chronic pulmonary affections are often 
very trying. When severe emphysema exists, 
drugs are rarely helpful. In cases of bron- 
chiectasis, on the other hand, drainage of the 
secretions, followed by inhalations of an an- 
propriate antibiotic, will usually bring tem- 
porary relief. Penicillin is often effective, 
although streptomycin may be preferred for 
use against certain bacterial agents. Paren- 
teral therapy with these drugs is sometimes 
quite as effective, and doubtless oral therapy 
with the newer antibiotics will serve as well. 
In cases of asthma, the etiology must be 
carefully determined. If it is of cardiac ori- 
gin, treatment for congestive heart failure is 
obviously indicated. If it is allergic in ori- 
gin, epinephrine, ephedrine, and theophyl- 
line are helpful, and in a small number of 
cases some of the antihistaminic drugs may 
give relief. 
Treatment of Diseases of the Digestive 
System 
disturbances 


prevalent 
among the aged. Often they are of such long 
standing that the patient has forgotten what 


Digestive are 


infradiaphragmatic comfort is like. Many 
have their habitual routines of hot water, 
laxatives, and antacids so well integrated into 
their existence that it is doubtful whether 
the effort necessary to correct the basic fault 
is worth while. There are many such individ- 
uals who swear by remedies they have used 
for years, yet who nevertheless repeatedly 
call on their physicians in order to discuss 
their symptoms. In such cases the expendi- 
ture of a little time may be rewarding to the 
patient, his family, and the doctor. Once it 
has been ascertained, by the history, physi- 
cal and laboratory examinations, and roent- 
gen studies, that there is no profound disease 
process, a few useful remedies may be found 
helpful. 
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Biliary dyskinesia can often be helped by 
the sublingual use of nitroglycerin. Looseness 
of the stools which is due to an overactive 
gastrocolic reflex may respond dramatically 
to dilute hydrochloric acid. Pylorospasm, 
with resultant fullness after eating, may be 
helped by the belladonna pre»arations. If 
given in tablet form, these should be taken 
half an hour before meals for complete use- 
fulness. In some patients the elixir type of 
preparation is preferable, since the alcohol 
content of the vehicle may serve the added 
purpose of stimulating acid secretion. Obvi- 
ously, if ulcer is suspected the tablet form is 
preferred. 

Bile salts not only aid in the absorption of 
fats, but in larger quantity have a laxative 
action that is often appreciated. It is some- 
times appropriate to combine bile salts with 
pancreatic substance, as is done in certain 
proprietary remedies. Not often, but occa- 
sionally, dyspepsia is dramatically relieved 
by such preparations. Some people who com- 
plain of excessive gas are helped by the 
starch enzymes taken with meals. They 
may also derive benefit from a wetting agent 
preparation recently available, which is said 
to act by emulsifying fats in preparation for 
their absorption. 


Constipation 


Probably of greatest importance is the me- 
dicinal use of water. Chronic constipation is 
far more frequently due to inadequate water 
intake than to any other cause. When the pa- 
tient does not drink enough water, the bowel 
desiccates the stool, which is rendered the 
more difficult to pass because of the weak- 
ened expulsive powers of older, inactive in- 
dividuals. In addition to softening the stool, 
an adequate amount of water will make the 
stool bulky enough to effectuate the bowel 
distention reflex. The virtues of abundant 
fluid intake need to be emphasized and re- 
emphasized to patients with obstipation, 
since they are not often receptive to such 
advice. An extra four or five glasses of 
water a day, plus regularity of stool habit, 
will often work wonders. There are on the 
market certain hydrophilic tablets and pow- 
ders which may aid in binding water in the 
stool, but they are useless unless enough 
water is ingested. 

Mineral oil is rarely necessary, and serves 
only to lubricate the passage of a dry stool. 
Other laxatives and cathartics act by propel- 
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ling the needed fluid contents of the upper 
intestine rapidly down to the colon. These 
are obviously unphysiologic. In most instan- 
ces detailed explanations of these matters 
will ultimately convince the patient, and alle- 
viate his frequently abnormal concern re- 
garding bowel function. 


Treatment of Diseases of the Osseous System 

Pain in the back and nerve root pain call 
for routine roentgenograms of the spine. 
When osteoarthritis is found, analgesics and 
a supporting garment, plus judicious use of 
physiotherapy, may be offered. Osteoporosis, 
however, is evidence of deficient formation 
of bone matrix, which is in turn dependent 
on adequate levels of circulating sex hor- 
mones. Gratifying relief of pain may be ob- 
tained in patients of both sexes by moderate 
amounts of testosterone. The ovarian hor- 
mones, both natural and synthetic, are also 
helpful in women, but may cause disturbing 
reactions in the breasts and vulva, or even 
withdrawal bleeding; for psychological rea- 
sons, if for no other, these reactions are un- 
desirable. Hormone therapy may produce re- 
lief of pain before roentgen evidence of bone 
regeneration is apparent. 


Other Geriatric Problems 

Various preparations of amphetamine and 
desoxyephedrine have an amazing usefulness 
in bolstering up the patient who lacks en- 
ergy, who becomes disgusted because he 
tires easily, or who overexerts in a burst of 
enthusiasm, and then requires a week to re- 
cuperate. Older patients become flabby and 
have no endurance; they are no longer “in 
training,” so to speak. Exhaustive examina- 
tions of such people may fail to reveal car- 
diac disease, anemia, or any of the other 
causes of low vitality, although the possibil- 
ity of hypothyroidism should not be over- 
looked. 


The climacteric 

In the climacteric states, hormonal replace- 
ment therapy is known to be helpful. In the 
female, menopausal symptoms appear dur- 
ing middle life, and discussion of their treat- 
ment is therefore not appropriate here. In 
older men testosterone is sometimes useful, 
but the male climacteric is difficult to diag- 
nose, and indiscriminate use of such treat- 
ment as a therapeutic trial is often disap- 
pointing. 


k 
| 
= 


February, 1950 


Night cramps 

The cause of night cramps is frequently 
obscure, but varicose veins, arterial spasm, 
or diabetes is found with surprising regular- 
ity in patients complaining of cramps in the 
lower extremities. 

Elastic bandages are helpful when varicose 
veins are present. The use of Priscol in sus- 
pected cases of arterial insufficiency has al- 
ready been mentioned. In many cases of dia- 
betes, neither control of the disease nor 
treatment of the accompanying neuropathy 
with vitamins will give relief. In such in- 
stances, and in others, quinine in doses of 
0.2 Gm. at bedtime sometimes seems to pro- 
duce the desired result. 

Nutritional deficiencies 

One gets the impression from the litera- 
ture that elderly people consistently have 
poor eating habits, are undernourished, and 
may be deficient in vitamins. It is true that 
many of them do have poor appetites, while 
others are food faddists. Still others do not 
absorb their food properly, whether because 
of inadequate secretory mechanisms in the 
gastrointestinal tract, or because of the ex- 
cessive use of laxatives. In these individuals 
impairment of hepatic function may be pres- 
ent, and may or may not be detectable by 
chemical tests. It is intriguing that modern 
medicine has returned to the use of “liver 
tonics,” a principle of therapy much in vogue 
a generation ago. For nutritionally deficient 
patients much can be done. The administra- 
tion of alcohol as an aperitive, correction 
of food habits, the use of palatable protein 
concentrates, and the administration of vita- 
mins are all effective. When vitamins are 
given, since the patient’s absorptive capa- 
city is an unknown quantity, a beginning 
course of five to ten injections of a B com- 
plex preparation may be indicated. 

Dysuria 

Dysuria occurs in many elderly people. Ur- 
gency, burning, and a sense of retention are 
encountered. When the urologic problem can 
be treated specifically, it is of course desir- 
able to do so. However, when this is impos- 
sible, a bladder analgesic such as Pyridium, 
administered when the symptoms appear, 
may be beneficial. 


Insomnia 


Many physicians are reluctant to use bar- 
biturate drugs in older persons for fear of 
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exciting rather than quieting the patient. For 
the most part, however, this reaction seems 
to occur only in those patients who are more 
or less disoriented anyhow. In the alert pa- 
tient, good results are usually obtained. Bro- 
mides, although helpful, may lead to trouble 
if not carefully dispensed. Chloral hydrate 
is not always effective, and paraldehyde is 
objectionable because of its odor. When hy- 
poxia causes excitement, a little oxygen may 
often help to relax the patient. A bedtime 
snack may allay the symptoms of hypogly- 
cemia. Most useful, however, seem to be phy- 
sical methods. A warm bath, followed by a 
rubdown, may serve when all medications 
fail. It should not be necessary to state that 
if nocturia keeps the patient awake, or if or- 
thopnea due to pulmonary or cardiac insuffi- 
ciency is present, such conditions demand 
prior treatment. 


Summary and Conclusion 

The more frequently encountered afflic- 
tions of elderly people have been reviewed, 
and appropriate modes of treatment sug- 
gested. The objective of all medical care is 
to restore the patient to his maximum effi- 
ciency. In elderly patients, whether they pre- 
sent themselves with acute or chronic ail- 
ments, consideration of their general level of 
health will frequently reveal deviations from 
normal. With attention to detail, gratifying 
improvement can often be brought about. 

Discussion 

Dr. O. Norris Smith (Greensboro): I have thor- 
oughly enjoyed Dr. Freedman’s paper. It is well to 
get a bird’s eye view now and then of a number 
of different drugs that may be helpful. One useful 
drug that has been brought to my attention recently 
in the treatment of trigeminal neuralgia is Pyriben- 
zamine; I recently had such a patient and was aston- 
ished at the excellent results obtained with this 
drug. I have also found it very helpful in the case 
of an elderly person who has acute vertigo. Another 
useful drug is Atabrine; for the nocturnal aching 
that elderly patients complain of, it has recently 
been reported that Atabrine produces the same ben- 
efit as quinine. I have not had an opportunity to 
try that, but I simply bring it to your attention. 


The danger of constant estrogen therapy.—If you 
give a woman such therapy constantly you can pro- 
long the menopause ... you keep up for years a 
constant substitutional and vicarious ovarian func- 
tion and thus delay that inevitable readjustment 
which must take place, If a woman has mild symp- 
toms she is better off without any estrogen therapy. 
Get the readjustment over with and give estrogen 
only in those cases and at those times when the 
symptoms are sufficiently severe to be a real prob- 
lem to her.—Emil Novak: The Management of the 
Menopause with Psychosomatic Aspects, West Vir- 
ginia M. J. 44:338 (Dec.) 1948. 
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MALIGNANT MELANOMA OF THE 
NASAL CAVITY 


Review of the American Literature and 
Report of a Case 


WILLIAM B. ALsupP, M.D. 
WINSTON-SALEM 


Melanoma of the nasal cavity was first 
described by Vienois in 1873". In 1947 
Grace”) analyzed the literature on the sub- 
ject, and reported a case of his own. He 
found 10 cases previously reported from the 
United States, and 66 in the literature. He 
did not, however, include the melanoma of 
the sphenoid sinus and nasal cavity reported 
by Hart® in 1943. The case here described, 
therefore, is believed to be the thirteenth re- 
ported in the United States. 


Report of Case 

A 66 year old white farmer and dairyman 
was admitted to the North Carolina Baptist 
Hospital on June 23, 1947, complaining of 
obstruction of the right nostril of eight 
months’ duration. Two months after the on- 
set of this symptom, his physician had re- 
moved some polyps from the right nostril 
and had told him that they were cancerous. 
No other treatment was given. At about the 
same time the patient noted a firm nodule 
below the angle of the right mandible. He 
began having frequent bouts of epistaxis 
from the right nostril some three months 
prior to admission here, and had lost 5 
pounds in weight during the past six months. 

The patient’s health had been good prior 
to the present illness. The left testicle had 
been removed as a result of injury several 
years earlier. He had never had a skin tumor 
or mole removed. There was no family his- 
tory of cancer or tumor. 

On physical examination a soft, grayish- 
black mass was seen to fill the right nostril 
above the mucocutaneous margin. The lesion 
bled freely when touched with an applicator. 
No point of attachment was identified. The 
left nostril showed no abnormality, and no 
¢ Read before the Section on Ophthalmology and Otolaryn- 


cology, Medical Society of the State of North Carolina, Pine- 
hurst, May 10, 1949, 


1, Vienois. cited by Coakley, C. G.: Primary Melano-Sarcoma 
of the Nose; Report of a Case and Review of the Litera- 
ture, Tr. Am, Laryng., Rhin. and Otol. Soc., 1907, pp. 
430-441, 

. Grace, 
Arch. 


. Hart. 
‘Interest, North Carolina M, 


C. C.: Malignant Melanoma of the Nasal Mucosa, 
46:195-210 (Aug.) 1947. 
. K.: Some Rhinolaryngological Tumors of Unusual 


J. 4:497-506 (Dec.) 
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mass was seen on mirror examination of the 
nasopharynx. The right maxillary sinus 
transilluminated poorly. A firm, fixed mass, 
measuring 4 by 4 by 2 cm., was visible and 
palpable just below the angle of the right 
mandible. The skin of the back was spotted 
with some fifteen dark nevi averaging 1 cm. 
in diameter. None of these appeared to be 
necrotic or ulcerated. The patient was not 
aware of any change in the size of any of 
these nevi. The right testicle was absent. 

A roentgenogram of the paranasal sinuses 
(fig. 1) made on June 25 showed clouding 
of the right maxillary sinus without evidence 
of bone destruction. A roentgenogram of the 
chest made on the same date showed a den- 
sity the size of a golf ball in the left lung 
base, probably representing metastatic dis- 
ease (fig. 2). Cervical ribs were present bi- 
laterally; the heart and aorta were normal. 

Laboratory studies revealed the red cell 
count, hemoglobin, and the leukocyte and dif- 
ferential counts to be normal. A Kahn test 
was negative. The urine contained a faint 
trace of albumin. On June 6, examination of 
the urine for melanin was negative. 

On June 24, under topical anesthesia, a 
biopsy specimen was taken from the mass 
within the right nostril. Microscopic sections 
(fig. 3) showed the tumor to be “composed 
entirely of a dense mass of cells which are 
hyperchromatic; the cells for the most part 
polygonal or irregular in shape and showing 
considerable variation in size. Some of the 
cells contain brownish pigment. Nucleoli are 
prominent, and a few mitotic figures are 
seen. An occasional fragment is covered by 
stratified squamous epithelium. Diagnosis: 
malignant melanoma.” 

The patient was discharged from the hos- 
pital on June 28, after a five day stay. No 
treatment was given. The radiologist was 
of the opinion that irradiation would be of 
no benefit. A letter from the patient’s wife 
revealed that he had died on September 27, 
1947, three months after leaving the hospi- 
tal and a year following the onset of his 
nasal obstruction. 


Review of the Literature 
Hart’s patient® was a 34 year old man 
whose chief complaint was pain over the left 
eye for six months. Slight exophthalmos was 
present on the left. Biopsy of some granula- 
tion tissue which was present about the left 
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Figure 1 


middle turbinate showed it to be malignant 
melanoma. Skull films showed what ap- 
peared to be a destructive and infiltrating 
tumor involving both sphenoid sinuses as 
well as the floor of the sella turcica. Irradia- 
tion was given without benefit, and the pa- 
tient died five months after the initial exam- 
ination, or about a year following the onset 
of pain over the left eye. He had had a mole 
removed from his back ten years earlier, and 
the microscopic diagnosis of early malignant 
degeneration of a pigmented mole was made. 
The author assumed that the tumor of the 
nose and sphenoid sinus was a metastatic 
growth. 

De Santi“ described the case of a 47 year 
old woman first seen in 1921 complaining of 
a growth in her right nostril. In February, 
1922, a melanoma the size of a walnut was 
removed, and she was treated with radium. 
The mass recurred seven months later. In 
1923 a lateral rhinotomy was performed, and 
the tumor was removed, together with a part 
of the ascending nasal process of the su- 
perior maxilla and a portion of the attached 
septum and ethmoid mass. The tumor re- 
curred four months later, and did not re- 
spond to radium treatment. There were no 
palpable glands in the neck. A second lateral 
rhinotomy was performed, and a portion of 
the anterior wall of the maxillary sinus was 


R. W.: Melanotic Sarcoma of the Septum 


4. De Santi, P. 
1:109-110 (Jan. 17) 1925, 
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Figure 2 


removed with the tumor. The cavity was 
packed with radium. Six months later, or 
three years after the first examination, there 
was no recurrence. 

Coakley reported the case of a 58 year 
old woman who had a black mass, supposedly 
a polyp, removed from the left nostril in 1905. 
It recurred and filled the entire left nostril. 
In January, 1907, the patient consulted Dr. 
Coakley because of epistaxis. The tumor was 
resected, together with adjacent mucoperios- 
teum of the septum. The pathologic report 
was melanosarcoma. In February, 1907, re- 
curring pieces were again removed. No fur- 
ther follow-up is given in the report. 

New and Havens) in 1932 revorted the 
case of a 64 year old man who had had bleed- 
ing from the right nostril for two months, 
and obstruction of the nostril for two weeks. 
A black mass was present on the right side 
of the cartilaginous septum, and on the lat- 
eral wall of the same nostril, at the base 
of the inferior turbinate, there was a small 
area of pigmented mucosa. The tumor was 
destroyed by surgical diathermy, after ex- 
posure through a lateral rhinotomy. The 
pathologic report was melano-epithelioma. 
There was no evidence of malignancy in the 
biopsy specimen from the pigmented tissue 
on the lateral wall. One year later there had 
been no recurrence, but a new lesion had 
5. New. G. B., and Havens. F. L.: Fibroma, Carcinoma, and 


Melanoma of the Nose and Nasopharynx, S. Clin. North 
America 12:939-945 (Aug.) 1932. 
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Figure 3 


arisen at the site of the small area of pig- 
mented mucosa previously noted. It was re- 
moved by surgical diathermy, and was also 
reported to be melano-epithelioma. No fur- 
ther information was given. 

Smith in 1939 described a case in a 60 
year old white woman complaining of epis- 


taxis from the left nostril. A small soft, red, 
granular, wart-like growth was seen spring- 
ing from the floor of the left nasal cavity 
just beyond the vestibule. It was peduncu- 
lated and was about .75 cm. in diameter. The 
growth was removed with a snare and its 
base cauterized. Microscopic examination 
showed the tumor to be a melanoma. Sixteen 
months later a nodule developed in the left 
submaxillary region. Upon removal, the mi- 
croscopic picture resembled that of the in- 
tranasal tumor, except that it contained no 
pigment. The neck was irradiated and the 
patient remained well for two years. She 
died of intracranial metastasis. 

The same author reported a second case, 
in a 85 year old man who had had polyps 
removed from the right nostril three years 
previously. Four months after obstruction of 
the right nostril recurred, a granular tumor 
which was firm and reddish gray in color 
was removed by snare from the anterior tip 
of the right inferior turbinate. Microscopi- 
cally it was reported to resemble a carci- 
noma, a sarcoma, and a granuloma. Sixteen 
months later a biopsy of a local recurrence 
of the tumor was reported as showing carci- 
6. Smith, A. T.: Primary Melanoma of the Nasal Cavity; 


Report of Two Cases, Arch, Otolaryng. 29:437-445 (March) 
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noma. Ten months later the patient began 
to have pain in the right side of the face, 
and a walnut-sized lump appeared at the 
angle of the right lower jaw. At operation 
the submandibular gland was removed, and 
it was found that the growth had extended 
to the naso-antral wall and ethmoid area. 
The gland from the neck had the same his- 
tologic character as the intranasal tumor, 
but was pigmented. It was definitely a mela- 
noma. Six months later a laparotomy was 
performed because of an attack of acute ab- 
dominal pain, and a large mass composed 
of tumor cells was found thrombosing a me- 
senteric vessel. Radiotherapy had no influ- 
ence on the lesions. At the last report, eight 
years after the onset of right nostril obstruc- 
tion the patient was declining rapidly. 

Wilkinson” in 1912 recorded the case of 
a 52 year old man with frontal headache of 
two years’ duration and an increasing degree 
of left nostril obstruction for eighteen 
months. There had been a bloody discharge 
from the left nostril for three months. A 
dark purple mass filled the left nostril and 
infiltrated the skin of the ala. A biopsy of 
the mass revealed melanosarcoma. The left 
upper maxilla was removed, together with 
all of the mucous membrane from the left 
side of the septum and the entire thickness 
of the septum for a distance of one-half inch 
around the ulcerated site where the growth 
had pressed on it. Microscopically the tumor 
was diagnosed as melanoma. The patient was 
doing well at the end of one year. 

The case reported by Collins in 1930 was 
that of a 70 year old woman who had had 
bleeding from the right nostril for two years. 
Six months prior to admission a polyp had 
been removed from the same side. A large 
mass was visible at the anterior end of the 
right inferior turbinate. Microscopic exami- 
nation of the mass following its removal 
showed malignant melanoma. A Moure lat- 
eral rhinotomy was then performed, and the 
tissues of the lateral nasal wall and anterior 
antrum were removed in one piece. The eth- 
moids were also removed. The patient was 
doing well one year later. 

In 1947 Grace) reported the first mela- 
noma of the nasal cavity in a Negro. The 
patient was a woman 81 years of age who 
had been complaining of obstruction of the 


7. Wilkinson, G.: A 
Nose. J. Laryng. & Otol, 27:1-8 (Jan.) 1912. 

8. Collins. E, G.: A Case of Melanoma of the Nose, J. 

Laryng. & Otol. 45:691-698 (Oct.) 1980, 
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left nostril for three months. There was an 
almost constant oozing of blood from that 
side. The left nostril was filled with a dark 
reddish, smooth growth arising from the an- 
terior half of the inferior turbinate. Biopsy 
of the tumor showed it to be melanoma. Four 
months after the patient’s discharge from 
the hospital the tumor remained unchanged. 

In the case reported by Clevenger and 
Norris®—that of a 67 year old woman who 
had had occlusion of the left nostri] for 
three months, together with frequent and 
profuse nasal hemorrhages—a large tumor 
which completely filled the left nostril was 
found. It was blackish red and movable, and 
was attached by a small pedicle to the an- 
terior end of the inferior turbinate. It was 
removed, and was found microscopically to 
be a melanosarcoma. No follow-up report 
was given. 

Kaplan” reported 2 cases in 1942. One 
patient was a 62 year old man with a large, 
cauliflower-like mass which completely filled 
the right nostril. It was proved to be melan- 
osarcoma, and was treated with radium. 
Eight months later a radical ethmoidectomy, 
including removal of the intranasal tumor, 
was performed. The patient was well one and 
a half years later. 

Kaplan’s other patient was an 80 year old 
man who had a blackish mass filling the right 
nostril. A biopsy made after a fifteen day 
period of radium therapy showed melanosar- 
coma. The bulk of the tumor was removed 
with endothermy, and intranasal radium 
therapy was employed. Six months later the 
patient had no symptoms. 

The following three cases were cited by 
Coakley” in 1907. Lincoln reported a case 
in 1885 in which right nostril obstruction 
had been present for twenty-eight months. 
The patient was a woman who had had a 
mass removed from the right nostril three 
times previously. At the time of examination 
the growth was plum colored and could also 
be seen in the posterior nares. The tumor 
was removed with the galvanocautery, and 
the base was cauterized. The microscopic re- 
port was melanosarcoma. There was no re- 
currence in one year. 

Shalcross in 1892 reported the case of a 
72 year old woman who complained of ob- 


9. Clevenger, W. F. and Norris, H. L.: Melanosarcoma 
Originating in the Mucous Membrane of the Lower Turb- 
inate, Arch. Otolaryng. 12:81-83 (July) 1930, 

10. Kaplan, I. I.: Malignant Melanoma of the Nose. Arch. 
Otolaryng. 35:85-90 (Jan.) 1942. 
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struction of the left nostril a few months 
following the removal of a polyp. A large, 
blue-black mass filled the left nostril and 
was attached to the septum by a broad pedi- 
cle. It was removed with a snare and the 
base was curetted. Microscopically it was 
shown to be a melanosarcoma. No further 
history was given. 

Bristow in 1900 had a patient who com- 
plained of left nostril obstruction and epis- 
taxis for a year. A black mass completely 
filled the left nasal cavity. This was removed 
by curettage, and was found to be a melano- 
sarcoma. There was no recurrence during a 
twenty month period of follow-up. 


Table 1 
Summary of 69 Reported Cases of Malignant 
Melanoma of the Nasal Cavity 
Average Age—60 Years 
Se 


Site of origin 
Septum 
Nasal cavity .................. 
Inferior turbinate . 
Middle turbinate 
Lateral wall .. 
Middle and inferior turbinate Sis 
Unknown 
Symptoms 
Nasal obstruction ... 
Bleeding 
Previous removal ‘of polyps. ‘ 
Treatment 
Irradiation plus surgery .................... 
Other methods of treatment 
None 
Irradiation alone 
Lateral rhinotomy with irradiation 
Lateral rhinotomy (Moure operation) 
Rouge or Denker operation (incision be- 
neath upper teeth) 
Local intranasal excision 
Local intranasal excision with irradiation 
Prognosis 
Number of cases surviving without recurrence 
or metastasis for more than two years 
(4.3%). 


Characteristics of Melanomas 


This group of tumors, characterized by 
melanin-pigmented cells, may be benign or 
malignant. The benign tumor is called a ne- 
vus or mole. The malignant tumor is a mel- 
anoma, melanosarcoma, or melano-epithelio- 
ma. The nevus is usually, but not always, 
found to contain pigment. It is most com- 
monly situated on the face, neck, or back. 
Occasionally it is observed in the pigmented 
part of the eye. If a nevus is exposed to long 


Unknown 3 
2 


80 


continued irritation or friction, it may be- 
come malignant. Melanomas sometimes de- 
velop on the feet and genitalia, where moles 
are rarely seen. Melanomas of the nasal fos- 
sa probably do not arise from nevi, as there 
has been no confirmed report of a nevus in 
this site. 

The studies of Masson" have shown that 
the nevus cell and the melanoma cell are of 
neural or neuro-ectodermal origin. The cell 
is melanoblastic and the tumor is usually 
darkly pigmented, as it possesses “the prop- 
erty of .. . withdrawing tyrosin from the 
blood stream and elaborating the complex 
chemical or chromagen, which is converted 
into the visible pigment through the activ- 
ities of enzymes in the cytoplasm of the 
melanoma cell. Occasionally, the melanoma 
cells may be so actively reproductive . . . that 
the formation of pigment does not occur, 
and the tumors may appear to be non-pig- 
mented. The converting enzyme, however, is 
present in the cytoplasm and can be recog- 
nized by the . . . dioxyphenylalanine reaction, 
commonly referred to as the dopa reac- 
tion,” 

Pack") describes the melanoma as the 
most dangerous and malignant of all acces- 
sible cancers. He believes that the malignant 
melanoma differs from all other cancers in 
one important respect—namely, that it will 
metastasize to any tissue or organ. Metasta- 
ses even occur in heart muscle, and metas- 
tases to the brain are common. He is of the 
opinion that pigmented nevi and malignant 
melanomas should be treated by wide surgi- 
cal excision and dissection of regional lymvh 
nodes. These tumors are notoriously radio- 
resistant. 


11. Boyd, W.: A Text-Book of Pathology. ed. 4, Philadelphia, 
Lea & Febiger. 1948. pp. 42 and 291 

12. Pack, G. T.: The Management of Pigmented Nevi and 
Malignant Melanomas, South. M. J. 40:832-888 (Oct.) 1947. 


Tuberculosis patients discharged from sanatoria 
face the future with various life exnectancies. Their 
subseanent mortality is in part influenced, as in the 
general population. by sex, race and age. The fact 
that they have had tuberculosis and have heen 
treated for it may also affect their leneth of life. 
For one thing. tybereulosis is a disease which places 
great stress unon the family involved. It sometimes 
redness the level of living to such a point that the 
mortality risk of the patient returnine to the fam- 
ily groun may be increased, since higher mortality 
retes are associated with lower family incomes. 
Premature efforts on the part of the patient to re- 
turn to gainful employment in order to restore the 
standard of living may result in relanse and death. 
—Aenes W. Brewster, A.B., and Ralnh Carr Fletch- 
er, M.A., Pub. Health Rep., June 3, 1949. 
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AUREOMYCIN AND CHLOROMYCETIN 
IN THE THERAPY OF HERPES ZOSTER 


MICHAEL M.D. 
and 
JAMES S. WILKINSON, M.D. 


RALEIGH 


A recent report’ on the favorable results 
obtained with aureomycin in the treatment 
of herpes zoster has prompted us to present 
the following report of 4 cases of herpes 
zoster treated with aureomycin in conjunc- 
tion with superficial roentgen therapy. A 
fifth case which was treated with chloromy- 
cetin alone is also presented. 


Case 1 


A 35 year old white woman complained of 
pain beginning in the left shoulder two weeks 
previously. The pain was followed almost 
immediately by the appearance of grouped, 
deep seated, vesicular lesions on the anterior 
portions of the left shoulder and left side 
of the chest, and in the left axilla. At the 
same time swelling of the left axillary lymph 
nodes was noted. 

The patient was given 250 mg. of aureo- 
mycin four times a day for the first day, 
and then 250 mg. three times a day for four 
days. Two superficial roentgen treatments 
were given to the left axilla, each consisting 
of one-fourth erythema dose. The pain and 
axillary adenopathy had disappeared by the 
third day of treatment, and the patient was 
discharged one week after therapy was in- 
stituted. 


Case 2 


Three days before he consulted us, this 
17 year old white boy had noted the appear- 
ance of deen seated groups of vesicles over 
the right buttock and the medial and lateral 
aspects of the right thigh, together with a 
small group of vesicles over the lateral as- 
pect of the right ankle. He complained of 
some “stiffness” in the leg, but at no time 
did he have actual pain. 

Aureomycin was given in doses of 250 mg. 
three times a day. Roentgen therapy was di- 
rected to the medial and lateral aspects of 
the right thigh, and consisted of two super- 
ficial treatments (each one-eighth erythema 
dose) over each site. 

1. Binder, M. L. and Stubbs, L. E.: Treatment of Herpes 


Zoster with Aureomycin. J.A.M.A. 141:1050-1051 (Dee. 10) 
1949, 


|_| 
; 
| 
a 
{ 
4 


February, 1950 


Case 3 

A 38 year old white man was seen with 
severe, deep seated vesicles on the left side 
of his body over the scalp, neck, shoulder, 
upper arm, and chest. Some of the vesicles 
had ruptured. The lesions had appeared about 
four days previously, and were accompanied 
by severe pain. A diagnosis of gangrenous 
herpes zoster was made. 

Aureomycin was given in doses of 250 mg. 
four times a day for one day, and then 250 
mg. three times a day for eight days. 
Four roentgen treatments were given to the 
left side of the face and neck—two consist- 
ing of one-fourth erythema dose, and two of 
one-eighth erythema dose. Three treatments, 
one-eighth erythema dose each, were given 
to the left side of the chest and left shoul- 
der. The pain subsided on approximately the 
fourth day, and the patient was comfortable 
thereafter. He was discharged from obser- 
vation on the twenty-sixth day. 


Case 4 

A white woman 35 years of age had first 
noted pain in the left shoulder two weeks 
before she was seen by us. The pain was fol- 
lowed almost immediately by the appearance 
of groups of deep seated vesicles on the left 
shoulder anteriorly, the left side of the chest, 
and the left axilla, and was accompanied by 
enlargement of the left axillary lymph nodes. 

Aureomycin was given in doses of 250 mg. 
four times a day for one day and three times 
daily for six days thereafter. Roentgen ther- 
apy was directed to the left side of the chest 
and the left axilla, and consisted of two su- 
perficial treatments (each one-fourth eryth- 
ema dose) over each side. On the third day 
after treatment was started, the pain and 
left axillary adenopathy had disappeared. 
The patient was discharged four days later. 


Case 5 

A white man, aged 69, noted pain begin- 
ning in the right leg two days previously, ac- 
companied almost immediately by groups of 
deep seated, vesicular lesions on the right 
buttock, the lateral and medial surfaces of 
the right thigh, and the lateral surface of the 
right knee. The lymph nodes in the inguinal 
region were swollen. 

This patient was treated with chloromyce- 
tin in doses of 250 mg. three times a day 
for three days. The pain disappeared and 
there was marked improvement in the ap- 
pearance of the lesions after the first day 
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of treatment. The patient did not report for 
further observation, but a telephone conver- 
sation with him one week later revealed that 
he was well and working in his yard. 


Comment 
Five cases of herpes zoster are presented. 
Four cases were treated with aureomycin 
and small doses of superficial roentgen ther- 
apy to the lesions. One case was treated with 
chloromycetin alone. Results in all 4 were 
uniformly good. 


THUMBNAIL SKETCHES 
OF EMINENT PHYSICIANS 


PHYSICIANS OF NORTH CAROLINA 
Mrs. JOSIAH C. TRENT, Editor 
DURHAM 


Editor’s note: 

In response to many requests, the series 
for 1950 will deal exclusively with North 
Carolina physicians. It will include some of 
the outstanding doctors who practiced in 
this state, as well as North Carolinians who 
left their imprints on medical practice in 
other areas. The sketches will follow no 
chronological plan. 

In this age of great medical progress, it 
is well for us to be aware of the lives and 
achievements of the men who set in motion 
those ideas which are now a part of North 
Carolina practice. 


I 


GEORGE HUGHES KIRBY 
(1875-1935) 


When the Kirby Building at Dix Hill was 
named in 1935 and the Kirby Clinic dedi- 
cated at Duke Medical School in 1940, trib- 
ute was paid to a North Carolina physician 
who distinguished himself in American 
psychiatry. 

George H. Kirby was born on February 9, 
1875, in Goldsboro, North Carolina, where 
his father, George L. Kirby, practiced medi- 
cine and attended mentally ill patients in the 
State Hospital at Goldsboro. 

After passing his childhood in a family 
noted for its gentle courtesy, consideration 
for others, and high ideals, Kirby matricu- 
lated at the University of North Carolina, 
graduating with a B.S. degree in 1896. In 
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the meantime his father was called to 
Raleigh to become the fifth superintendent 
of the State Hospital there, and fourth in 
line since Edmund Strudwick had first held 
the office. From 1893 until his father’s death 
in 1900 young Kirby was a frequent visitor 
in Raleigh, and was often to be seen on the 
wards of the hospital. In 1896 he entered 
the Long Island College Hospital, and there 
received an M.D. degree three years later. 


Because of his father’s interest and ex- 
perience in mental disorders, it is not sur- 
prising that Dr. Kirby showed interests in 
the same direction. After graduation in 1899 
he went to the Worcester (Massachusetts) 
State Hospital to study under Dr. Adolf 
Meyer. Later, when Meyer moved to the 
New York State Psychiatric Institute on 
Ward’s Island, Kirby followed as an asso- 
ciate in clinical psychiatry. 

Except for a visit to the University of 
Munich in 1906, followed by a tour of clinics 
in Berlin, Vienna, Paris, and London, Kirby 
lived and worked in New York for the re- 
mainder of his professional life, serving at 
various times as clinical director of the 
Manhattan State Hospital and professor of 
psychiatry at New York University and 
Bellevue Medical College, Cornell University 
Medical College, and the College of Physi- 
cians and Surgeons of Columbia University. 

Kirby’s most important work, however, 
centered within the New York State Psychi- 
atric Institute, where he served as director 
from 1917. He saw it become in 1929 an af- 
filiated unit of the Columbia-Presbyterian 
Medical Center, dedicated to therapeutic, re- 
search, and educational endeavor. In the 
words of Cheney”, “It is recognized not only 
in this country but abroad, that the present 
Psychiatric Institute and Hospital stands 
and will remain as a monument to Dr. Kirby’s 
foresight and wisdom in its physical plan- 
ning, its equipment and organization for re- 
search and teaching. Not only is it an out- 
standing credit to the state but its part in 
medical education and particularly in psy- 
chiatric education is an outstanding one, ex- 
celled by none other in this country, and this 
living, active monument to its originator 
and developer should remain as a source of 
pride to his family.” 

Dr. Kirby died of coronary thrombosis on 


i. Cheney, C. 0.: In Memoriam, George Hughes Kirby, Am. 
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August 11, 1935, while vacationing at Ports- 
mouth, New Hampshire, the year after he 
had been president of the American Psychi- 
atric Association. He was survived by his 
wife, Jeanette Kruszewska, whom he mar- 
ried in 1912, and a daughter, Jeanette 
Vincenta. 

Projecting the work of Adolf Meyer and 
August Hoch, both of whom preceded him 
as directors of the New York State Psychi- 
atric Institute, Kirby played a significant 
role in developing the case study technique 
of psychiatric research. His monograph, 
“Guides for the History Taking and Clinical 
Examination of Psychiatric Cases,” pub- 
lished in 1921, and giving credit to his pre- 
decessors, represented the first appearance 
of such a guide, and with revisions is still a 
valuable case study tool. “The American 
school of psychiatry,” said Bromberg’, 
“under the influence of Meyer, Kirby, and 
Hoch, especially examined the personality 
of the patient during the years before he 
developed his mental disease. They studied 
his early personality traits, how he devel- 
oped in relation to his home, his school, his 
parents, brothers, to his habits of eating, 
sleeping, toilet habits, work habits. To 
understand a man you must know his life, in 
terms of the moving events of his emotional 
and instinctual life.” 

Kirby may thus be considered as one of 
the significant descendants of Philippe Pinel 
(1745-1826), who introduced the taking of 
psychiatric case histories, and of his dis- 
tinguished American forebear, Benjamin 
Rush, who in 1812 wrote his classic “Medical 
Inquiries and Observations upon the Dis- 
eases of the Mind.” 

Kirby was an able student, a careful 
worker, an expert administrator. As a teach- 
er he has been described by one of his stu- 
dents as “gentle, simple, friendly, direct, in- 
formal, and outstandingly kind, as well as 
exceptionally efficient in the outpatient de- 
partment and at the bedside. His services 
were preferred because he never upset the 
patient.” 

WARNER LEE WELLS, M.D. 
Durham 


2. Bromberg, W.: The Mind of Man, New York, Harper and 
Bros., 1937, pp. 210-211, 
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TRIED AND FOUND WANTING 


Some wise person has said that the only 
thing men learn from history is that men 
learn nothing from history. One lesson that 
has been overlooked by a large part of the 
world in recent years is the disastrous re- 
sults of an early trial of communism in 
America. The story was recently told by 
Mrs. Betty Knowles Hunt, a columnist for 
the Manchester (N. H.) Union and Leader, 
who got her facts from the diary of Gover- 
nor Bradford. 

In 1620 the Pilgrims of the Plymouth Bay 
Colony began a two-year trial of commun- 
ism. They built a common storehouse, into 
which went the products of their labor, and 
from which these were apportioned in true 
Marxian style, “to each according to his 
need.” The plan was a failure, and “even 
these deeply religious people fell to grumb- 
ling and even to stealing both from them- 
selves and from their neighbors.” 
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“At length,” according to Governor Bradford’s 
diary, “after much debate of things the Gov. (with 
ye advise of ye chiefest amongst them) gave way 
that they should set corne every man for his own 
particular, and in that regard trust to themselves 
. +. and so assigned to every family a parcell of 
land, according to the proportion of their number 
for that end, and ranged all boys & youth under 
some familie. This had very good success; for it 
made all hands very industrious, so as much more 
corne was planted than other wise would have bene 
by any means ye Gov. or any other could use, and 
saved him a great deall of trouble, and gave farr 
better contente. 

“The women now wente willingly into ye fielde, 
and tooke their little-ones with them to set corne, 
which before would aledg weakness and inabilitie; 
whom to have compelled would have bene thought 
great tiranie and oppression.” 


The comment is offered that America’s 
successful system of free enterprise may 
have had its origin in this failure of com- 
munism. Certainly there is much food for 
thought in Governor Bradford’s words: 


“This experience that was had in this commone 
course and condition, tried sundrie years, and that 
amongst godly and sober men, may well evince the 
vanitie of that conceite . .. that ye taking away 
of propertie, and bringing into communitie into a 
commone wealth, would make them happy and 
flourishing; as if they were wiser than God. 

“For this communitie was found to breede much 
confusion and discontent and retard much imploy- 
ment that would have been to their benefits and 
comforte. For ye yong men that were most able and 
fitte for labour & service did repine that they 
should spend their time & strength to worke for 
other mens wives and children without any recom- 
pense. The strong, or men of parts, had no more in 
devission of victalls & cloaths than he that was 
weake and not able to doe a quarter ye other could; 
this was thought injustice... . 

“Upon ye poynte all being to have alike, and all 
to doe alike, they thought themselves in ye like 
condition; and so, if it did not cut off those relations 
that God hath set amongst men, yet it did at least 
much diminish and take of ye mutual respects that 
should be preserved amongst men. And would have 
been worse if they had been men of another condi- 
tion, Let none object this is men’s corruption and 
nothing to ye course itself. (For) I answer, seeing 
all men have this corruption in them, God in his 
wisdome saw another course fitter for them.” 


After the Pilgrims abandoned their exper- 
iment in communism, Governor Bradford 
was able to write: 


“|. . instead of famine, now God gave them 
plentie, and the face of things was changed, to the 
rejoysing of the harts of many, for which they 
blessed God. And the effect of their particular (pri- 
vate) planting was well seene, for ‘all had, one way 
and another, pretty well to bring the year aboute, 
and some of the abler sort and more industrious 
had to spare, and sell to others, so any generall 
wante or famine hath not been amongst them since 
to this day.” 


This experience of the Pilgrim fathers 
should serve as a warning to their descend- 
ants, who are again threatened by a danger- 
ous trend to communism. 


; 
‘ 
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AMERICAN MEDICAL ASSOCIATION 
DUES 


Last month Dr. Westbrook Murphy de- 
voted his “President’s Message’”’ to a discus- 
sion of medical society dues. For the first 
time in more than a century members of the 
American Medical Association will be re- 
quired to pay annual dues to the parent 
organization. Previously, any doctor who 
joined his local county medical society auto- 
matically became a member of the State 
Society and of the A.M.A. Fellowship in the 
A.M.A. was (and still is) optional, and the 
annual fellowship dues of $12 include a sub- 
scription to the Journal of the American 
Medical Association, 

It was only after careful consideration 
that the House of Delegates of the American 
Medical Association voted to begin charging 
membership dues of $25.00. There has been 
some quite understandable objection to pay- 
ing this amount in addition to the increased 
county and state society dues. Any doctor 
who feels that he cannot afford it, however, 
should reflect that the medical profession is 
engaged in a life and death struggle for its 
existence. No doubt the doctors of Great 
Britain would gladly pay much larger dues 
if they could recall the National Health In- 
surance Act in that country. At the Eco- 
nomics Dinner of the Canadian Medical As- 
sociation last June, a representative of the 
Australian Medical Association said that 
their members were cheerfully paying $75 
apiece to carry on the fight against being 
regimented. The results of the election in 
that country last fall no doubt made them 
feel well repaid. 

The A.M.A. dues will not be used solely 
for the campaign against medical regimen- 
tation. The many other activities of the 
A.M.A. have, in the past, been financed 
largely by the income from the Journal and 
other publications. The rising costs of print- 
ing and the increase in the activities of the 
A.M.A. have wiped out much of the profit 
from these sources. To quote from the JIli- 
nois Medical Journal, 


“The work of the Council on Medical Education 
and Hospitals affects the life of every physician in 
every community. The Council on Pharmacy and 
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Chemistry passes on the drugs and equipment used 
in the office of every physician today. The Council 
on Foods and Nutrition protects the health and wel- 
fare of the people of this nation. Add to this list 
the Council on Physical Medicine and Rehabilita- 
tion, the Council on Medical Service, the Chemical 
Laboratory, the Bureau of Exhibits, the Judicial 
Council, The Bureau of Legal Medicine and Legis- 
lation, the Council on Industrial Health, the Council 
on National Emergency Medical Service, the Bureau 
of Medical Economic Research, the Bureau of Health 
Education, the Committee on Rural Health.” 


The dues of most of the labor unions are 
higher than those of the A.M.A. and the 
state and county societies combined. Surely 
the members of the Medical Society of the 
State of North Carolina and of the Ameri- 
can Medical Association value their organi- 
zations as much as do members of the C.I.0. 
and the A.F. of L. 


* * * * 


VOLUNTARY ACTION VS. 
COMPULSION 


With determination worthy of a better 
cause, President Truman has allowed the 
available coal supplies of this country to 
drop to a dangerously low level rather than 
use the Taft-Hartley Act to curb the power 
of John L. Lewis. The United Press an- 
nounced on January 31 that the President 
has called for resumption of normal coal 
production for at least seventy days, during 
which time he will try to have the coal dis- 
pute settled by a fact-finding board “out- 
side of the Taft-Hartley Law.” 

According to the United Press, ‘“Mr. Tru- 
man stressed his belief in ‘voluntary action’ 
rather than compulsion.” When one recalls 
the mulish obstinacy with which the Presi- 
dent has demanded compulsory health insur- 
ance to replace the voluntary systems, it is 
difficult to understand this apparent change 
of heart. Past presidential inconsistencies, 
however, make it unlikely that Mr. Truman’s 
preference for “voluntary action” may ex- 
tend to the provision of medical care as well 
as fuel. Since the medical profession does 
not control as many votes as do the labor 
unions, doctors need not expect to receive 
the same consideration as the United Mine 
Workers. 


fi 
j 
| 
j 
| 


February, 1950 


A BRITISH DOCTOR MOVES TO 
AMERICA 


An address by Dr. Ralph J. Gampell to 
the Medical Society of the State of Pennsyl- 
vania gives an illuminating insight into the 
workings of the British National Health 
Insurance Scheme"). Dr. Gampell was grad- 
uated from an English medical school in 
1940, served a year’s hospital internship, 
spent five years in the Royal Air Force, and 
had just begun to establish himself in gen- 
eral practice when the National Health 
Service went into effect. 


Dr. Gampell describes graphically the 
futile attempt to be responsible for the 3200 
patients on his panel: “I used to do three 
office hours a day and... many a day I saw 
an average of twenty people each hour... 
I have made thirty-six house calls in one day 
in addition to the office periods. You don’t 
do a great deal for the people when you 
make thirty-six house visits in a day.” 


“The hospitals are overloaded . . . The 


hospital that served the district where I was 
practicing had a waiting period for elective 
gynecologic procedures of no less than three 
years.” 


“The sort of medical care that they have 
been given in Great Britain . . . would be 
unthinkable here. If the doctors over here 
started doing that, the patients would come 
and break their windows.” 


It is no wonder that Dr. Gampell finally 
gave up the attempt to practice in England 
and came to this country to start all over, 
beginning as an intern in a California hos- 
pital. He concluded his address by saying, “I 
decided that I had enough . . . of bureau- 
cratic medicine—the red-tape medicine and 
the three-minute assembly line consulta- 
tions, the twenty patients in an hour, and the 
thirty-six house calls. I broke my ties. I 
brought my wife and small baby over here 
to the United States .. . It is not an easy 
thing to come to a new country and start off 
from less than the bottom without even a 
license or permission to practice. That isn’t 
easy at all. Yet I told you—and I say it in 
truth—that I would do it again tomorrow.” 


J.: Socialized Medicine as I Saw It, Penn- 


1. Gampell, R. 
52:1633-87 (Dec.) 1949. 


sylvania M. J. 
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THE COSTS OF LABORATORY STUDIES 


Although the latest “consumers’ price 
index” of the Bureau of Labor Statistics 
shows only a moderate increase in the costs 
of physicians’ services over the 1935-9 level, 
the costs of hospital care have more than 
doubled. An editorial in the New York State 
Journal of Medicine for October 1" offers 
such a sane discussion of the problem that 
it is reproduced in full, for the consideration 
of all whom it may concern. 


Costs of Hospitalization 


Commenting on the recent wave of hospital rate 
increases, a staff member of The Presbyterian 
Hospital in the City of New York said, “This wave 
of increases reminds me of that early pseudo- 
scientific experiment upon the cricket. It was dis- 
covered that an increase in application of heat to 
a cricket increased not onlv the tempo of his chirps 
but also their intensity. This increase was main- 
tained in a steady upward curve until the cricket 
suddenly burned up!” 


With this touching obituary upon the cricket we 
are one hundred per cent in sympathy. If the cost 
of hospitalization continues to rise, these benevolent 
institutions will eventually consume themselves and 
their patients with them. It reminds us of Charles 
Lamb’s Dissertation on Roast Pig. 

We have a remedy to propose. Appoint to every 
hospital an Advocatus Diaboli. He could be an older 
man of wide clinical exnerience, attached to the 
resident in charge of medicine or surgery. He will 
never leave the side of the unhapny young man. 
When the resident calls for a “full work up” on 
such and such a case, before the patient has been 
seen bv either the attending physician or surgeon, 
the Advocatus Diaboli will ask him what is the 
significance of such and such a test? Why is it 
necessary in this particular case? 

In the course of such proceedings the older man 
will learn a great deal about the most modern lab- 
oratory tests. The resident will learn how to do 
without them by the use of the five senses that 
God gave him. It will be a process of highly bene- 
ficial mutual education. 

In the course of it the hospital will save a great 
deal of money. 

The Advocatus Diaboli would never order a lab- 
oratory test without asking himself how much it 
was going to cost the patient and was such an ex- 
penditure essential to the diagnosis of the case. He 
would be as nice in his judgment in recommending 
a “G.I. series of x-rays” as if he were ordering 
them for his own wife, and as if he had to pay 
for them, 

According to our prescription the older man 
would be brought up to date on a number of tests 
of which he had never heard, and without which 
he — his patients had been getting along quite 
well. 

The resident woud learn that the employment of 
his five senses would open to him delightful fields 
of research that the laboratory could never offer 
him. He might learn that a well-taken history could 
shed more light upon his patient in the psychoso- 
matic field than could any x-ray or microscope. 

And during the process of mutual education both 
hospital and patients would save considerable 
money. 


1. Costs of Hospitalization, Editorial, New York J. Med. 
49:2259 (Oct. 1) 1949. 
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Clinicopathologic Conference 


Bowman Gray School of Medicine of Wake 
Forest College 


The patient was a 52 year old farmer and 
mill worker who entered the hospital on 
June 8, 1949, with a complaint of stomach 
trouble for nine months. About nine months 
prior to admission he began having localized 
epigastric pain, together with some nausea 
and vomiting which were not related to 
meals or to the time of day. There was no 
history of hematemesis or melena. His local 
physician told him that he had “gallbladder 
trouble,” and gave him some red liquid med- 
icine and some white pills. These apparently 
relieved his nausea and vomiting, but the 
localized epigastric pain persisted. About 
three months prior to admission the pain 
became generalized, and his abdomen began 
to swell. He went to another hospital, where 
roentgen studies of his chest and gastroin- 
testinal tract were reported as being neg- 
ative. He received penicillin therapy for nine 
days, and three abdominal paracenteses were 
done. He was given diuretics with little im- 
provement. 

Because of the progressive downhill 
course, he was admitted to this hospital for 
a diagnosis. He had lost approximately 50 
pounds in weight since the onset of his ill- 
ness. At the time of admission the abdominal 
pain was constant and was described as a 
dull ache throughout the abdomen. It had 
never been described as colicky in nature. 

The past history revealed that ten years 
previously the patient had had a laparotomy 
for “a ruptured stomach ulcer.” 


Physical examination 


Physical examination showed the tempera- 
ture to be 98.4 F. rectally, the pulse 92, 
respiration 18, blood pressure 100 systolic, 
80 diastolic. The patient was a well devel- 
oped, rather thin, emaciated white man who 
appeared to be chronically ill. The skin re- 
vealed evidence of weight loss. It was thought 
that a small Virchow’s node could be pal- 
pated, and several small, non-tender axillary 
nodes were felt. The pupils were without ab- 
normalities; the sclerae had a slight icteric 
tinge. Funduscopic examination revealed 
slight narrowing of the arteries. The thyroid 
was not enlarged. The heart was of normal 
size; the sounds were regular, and no mur- 


February, 1950 


murs were heard. The lungs were clear to 
percussion and auscultation. Examination of 
the abdomen revealed a well healed upper 
abdominal scar and several well healed para- 
centesis scars. The abdomen was distended, 
and a definite fluid wave could be felt. There 
was generalized abdominal tenderness, most 
marked in the right lower quadrant. The 
liver edge was felt 4 cm. below the right 
costal margin, and seemed somewhat flabby 
on palpation. The tip of the spleen was eas- 
ily palpable after paracentesis. Rectal ex- 
amination was not remarkable. There was 
moderate ankle edema. Neurologic examina- 
tion revealed no abnormalities. 
Accessory clinical findings 

Urinalysis was negative except for an 
occasional white cell and a rare red cell in 
the urinary sediment. The hemoglobin was 
9.5 Gm. and there were 2,970,000 red cells. 
The corrected sedimentation rate was 23 mm. 
in an hour. The white cell count varied from 
57,000 to 64,000, with the following differ- 
ential: 54 per cent segmented polymorpho- 
nuclears, 36 per cent nonsegmented polymor- 
phonuclears, 3 per cent eosinophils, 3 per 
cent lymphocytes, 3 per cent metamyelocytes, 
and 1 per cent myelocytes. The polymorpno- 
nuclears showed toxic granulations. The 
platelet count was 109,800. 


The nonprotein nitrogen varied from 62 
to 72 mg. per 100 cc.; the blood sugar was 
108 mg. per 100 cc. The total serum proteins 
ranged from 3.8 to 4.5 Gm., with an albumin- 
globulin ratio of around 2:1. The carbon di- 
oxide combining power varied from 37 to 41 
volumes per cent. The serum cholesterol was 
89 mg. per 100 cc., the blood chlorides 528 
mg. per 100 cc., bilirubin 2.3 mg. per 100 ce. 
The icterus index was 12 units. A galactose 
tolerance test showed 0.5 Gm. excreted. A 
bromsulfalein test revealed 40 per cent re- 
tention in forty-five minutes. Serologic tests 
for syphilis were negative. 

A gastric analysis revealed free acid in the 
fasting specimen. Stool examination was not 
remarkable, and was positive for bile. Spu- 
tum examination failed to reveal any acid- 
fast bacilli. A tuberculin skin test (1:1000) 
was faintly positive. Cultures of the ascitic 
fluids were sterile. The ascitic fluid was thin 
and hemorrhagic, with a specific gravity of 
1.002. It contained 1200 white cells and 197,- 
000 red cells per cubic millimeter. The pro- 
tein content was 1.5 Gm. per cent. 


! 
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The bleeding time was 2.5 minutes, the 
clotting time 10 minutes and 45 seconds. The 
prothrombin time was 17 seconds against a 
control of 16 seconds. The tourniquet test 
was negative. 

Roentgen studies of the chest and gastro- 
intestinal tract showed elevation of the right 
diaphragm, with “plate-like” atelectasis in 
the right lower lung field. In the periphery 
of the left second anterior interspace there 
was a rounded density 114 cm. in diameter 
suggesting tumor, tuberculosis, and many 
other possibilities. The aorta was moderately 
sclerotic. The gallbladder was not visualized 
on the oral cholecystogram. Following a bar- 
ium enema, the terminal ileum was not filled 
and a suggestion of extrinsic pressure at 
the head of the cecum was noted. Barium 
studies of the esophagus, stomach, and duo- 
denum were negative. An electrocardiogram 

‘showed second degree auriculo-ventricular 
heart block varying with complete block, 
and was interpreted as indicating myocardial 
disease. 


Course in the hospital 

Shortly after admission a paracentesis was 
performed, and 4,080 cc. of fluid was ob- 
tained. The patient was given 2000 cc. of 
plasma. His abdomen again began to swell 
progressively, and anorexia necessitated the 
administration of parenteral fluids. On the 
fifth hospital day (June 13) he responded 
very poorly to stimuli, and on June 15 he 
expired. 

Clinical Discussion 

Dr. Frederick R. Taylor: About nine 
months before admission to this hospital, the 
patient began to have nausea and vomiting 
without relation to eating or to the time of 
day, and without hematemesis or melena. 
Along with this, he had epigastric pain. 
About six months later this pain became 
general throughout the abdomen, and he be- 
gan to show signs of ascites. At another hos- 
pital his abdomen was tapped three times, 
and he was given penicillin for nine days, al- 
though there is no record of fever in the 
protocol. His white cell count at this time 
is not given, but if it was high, as it cer- 
tainly was later, this may have been the 
reason for the penicillin. 

Ten years previously, this man had been 
operated on for a “ruptured stomach ulcer.” 

On admission to this hospital it was 
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learned that he had lost 50 pounds during his 
nine months’ illness. The questionable en- 
largement of a supraclavicular node (Vir- 
chow’s node) might suggest a malignant ab- 
dominal neoplasm, especially cancer of the 
stomach. There were also several small, non- 
tender axillary nodes. Slight narrowing of 
the arteries in the fundi does not seem re- 
markable at 52, even with a rather low blood 
pressure. The liver was obviously enlarged, 
and, curiously, the edge felt somewhat flab- 
by. The spleen was also palpable after tap- 
ping, but was not very greatly enlarged. 
There was definite ankle edema. 

The accessory clinical findings are of great 
interest in this case. The urine was essen- 
tially normal. In view of the findings in nor- 
mal urine by Dr. Addis’ special method, the 
occurrence of a rare red cell in the urine 
of this patient probably should not disturb 


us. 
The blood count showed a moderately se- 
vere anemia. The sedimentation rate was 
moderately elevated. The platelet count was 
definitely below normal, though not extreme- 
ly low. The leukocyte count, both absolute 
and differential, is astonishing. With such 
a high count in the absence of fever, one 
thinks at once of leukemia, but the high 
percentage of neutrophils points rather to 
an extreme leukocytosis—an extraordinary 
finding in an afebrile patient with so mod- 
erate an elevation of the sedimentation rate. 
The low lymphocyte count seems to me prob- 
ably significant in ruling out the various 
malignant lymphomas in this case. A small 
number of metamyelocytes and myelocytes 
is common in the presence of an extreme leu- 
kocytosis; if myeloid leukemia were present, 
we would expect a much larger number of 
immature cells at this late stage, probably 
including a number of myeloblasts. Also, by 
this time we would expect a huge spleen. 
Toxic granulations are usually present when 
the leukocyte count is greatly elevated. 
The nonprotein nitrogen was moderately 
elevated, but far below a fatal level. The blood 
sugar was normal. The total serum proteins 
were rather low, but this finding is to be 
expected with ascites from any cause; the 
albumin-globulin ratio of 2:1 is normal. The 
carbon dioxide combining power was rather 
low, and the cholesterol definitely so. The 
chloride content was normal. The significant 
increases in the serum bilirubin and icterus 
index both point to a mild jaundice. The 
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galactose tolerance test was normal. 

Serologic tests for syphilis were negative. 
The stool was normal, the presence of bile 
ruling out total obstruction of the biliary 
tract. The sputum showed no acid-fast ba- 
cilli, and the ascitic fluid was sterile on cul- 
ture. Although its specific gravity was only 
1.003, it contained 1200 white cells and 197,- 
000 red cells. We might expect a higher spe- 
cific gravity with such a rise in cellular con- 
tent, but the protein content of the fluid was 
only 1.5 Gm. per 100 cc.—well within the 
normal limits for a transudate, despite the 
presence of blood. The bleeding time, clot- 
ting time, and prothrombin time were nor- 
mal. The negative tourniquet test indicates 
that the lowered platelet count was not ac- 
companied by purpuric phenomena—in the 
skin, at least. The retention of bromsulfalein 
points to serious liver damage. The faintly 
positive tuberculin skin test seems unimpor- 
tant to me. Free acid was in the gastric con- 
tents; it may be absent in gastric cancer, but 
is not necessarily so. 

We have here an afebrile, 52 year old man, 
sick for nine months, who has lost 50 pounds 
in that time. In addition to the abdominal 
pain, digestive disturbances, ascites, and 
liver damage, abnormalities were found in 
both lungs, and he had a rather severe de- 
gree of heart block without marked general 
arteriosclerosis, hypertension, valvular dis- 
ease, or evidence of coronary disease or of 
congenital cardiovascular defect. Finally, he 
had an extraordinarily high neutrophilic leu- 
kocytosis. Perhans we had better deal with 
this last factor first. 

If an overwhelming infection was present, 
it must have been a terminal one, for no 
such fulminant infection could be expected 
to go on for nine months. Moreover we 
would expect high fever and probably chills 
and sweats, though in terminal infections 
resistance is notoriously lacking. However, 
we have no really satisfactory evidence that 
this man had any serious infection. About 
thirty-eight years ago that great clinical 
pathologist, Dr. Charles B. Simon of Balti- 
more, claimed that in an infection with a 
neutrophilic leukocytosis, the absolute white 
cell count is an index to the patient’s resis- 
tance, whereas the percentage of neutro- 
phils is an index to the virulence of the in- 
fection. If this be true, and if this patient 
had an infection, both the virulence of the 
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infection and the resistance of the patient 
must have been unusually great. The clinical 
picture, however, was not that of a man 
fighting strenuously against overwhelming 
odds; rather it was that of a patient ex- 
hausted by a prolonged illness. 

What else might produce such a white 
cell count? Malignancy may cause a leukocy- 
tosis, the degree apparently depending some- 
what on the amount of necrotic material ab- 
sorbed. The whole picture of this case, from 
start to finish, suggests malignancy, al- 
though neutrophilic leukocytosis of this de- 
gree is a bit unusual in malignancy. 

I never heard of tuberculosis causing such 
weight loss without fever or sweats, or bring- 
ing a patient so near death without evidence 
of acid-fast bacilli when the lungs are in- 
volved. We have no evidence whatever on 
which to base a diagnosis of syphilis. One 
would hardly expect bilateral pulmonary le- 
sions in amebic abscess of the liver. 

Primary malignancy of the liver seems 
unlikely. If the nausea and vomiting had 
been due to primary liver failure, we would 
not expect it to be so transitory. For six 
months the pain was epigastric. That part 
of the liver in the epigastrium is small 
enough so that one would expect to find a 
palpable mass there after months of growth, 
but none was found. I think the liver involve- 
ment was probably secondary, if this is ma- 
lignancy. Primary carcinoma of the biliary 
tract should cause deep jaundice before the 
end. The jaundice here was very slight, 
though laboratory tests confirmed its exist- 
ence. 

The history of the ruptured stomach ulcer 
and the questionable Virchow’s node make 
one think of gastric cancer. Even close to the 
end, however, no palpable mass suggesting 
a stomach was reported. There was never 
any hematemesis, and two gastrointestinal 
x-ray studies, one of them made about a week 
before death, failed to show any abnormali- 
ties of the stomach. One would expect even 
a fundal cancer, inaccessible to ordinary 
roentgen examination at first, to have ex- 
tended to a degree where it could be visual- 
ized during the patient’s last week. 

The failure of the terminal ileum to fill 
suggests a secondary carcinomatosis or sar- 
comatosis of the abdomen. The special ten- 
derness in the right lower quadrant might 
be explained by such a lesion in that region. 
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I see nothing to suggest a primary renal tu- 
mor. A primary retroperitoneal tumor is to 
be thought of ; however this should not have 
given epigastric pain for six months before 
it spread throughout the abdomen, it should 
eventually have shown a palpable mass, and, 
if it were a lymphosarcoma, as many such 
growths are, we would expect more lympho- 
cytes in the blood. It seems to me that the 
generalized abdominal pain which developed 
later was due to a scattering of secondary 
growths throughout the abdomen, and was 
increased somewhat, perhaps, by fluid pres- 
sure and stretching of the abdominal wall 
by the ascites. 

Always, when persistent epigastric symp- 
toms are present in a case suggesting malig- 
nancy, but with negative roentgen findings, 
one must think of pancreatic involvement as 
extremely likely. We have no record of a se- 
rum amylase test. Evidence of pancreatic 
failure so near the end would not tell us 
whether the pancreatic lesion was primary 
or secondary, though the onset with epigas- 
tric pain and the frequency of primary can- 
cer of the pancreas would favor such a diag- 
nosis. 

The elevation of the right diaphragm on 
the roentgenogram is to be expected with a 
large liver, with or without ascites. The 
“plate-like” atelectasis in the lower right 
lung points to trouble there—perhaps an oc- 
cluded bronchus. The area of increased den- 
sity about 114 cm. in diameter in the upper 
left lobe, “suggesting tumor, tuberculosis, 
and many other possibilities,” is also to be 
kept in mind. 

Auriculoventricular block varying from 
second degree to complete, in the absence 
of marked evidence of arteriosclerosis, and 
without hypertension, congenital cardiovas- 
cular anomaly, syphilis, or even hypertrophy, 
gives one, as the French might say, furiously 
to think. Writing on cardiac tumors in Ce- 
cil’s Textbook of Medicine, Dr. William B. 
Porter said: “Cardiac tumors are seldom 
suspected and less often diagnosed antemor- 
tem because of the rarity of the disease and 
the lack of characteristic symptoms and phy- 
sical signs. Occurrence of progressive signs 
of primary right heart failure not explained 
by valve lesions or pulmonary disease is sug- 
gestive of intracardiac neoplasm involving 
the right auricle.” The pulmonary involve- 
ment here seems too slight to cause right 
heart failure. Further on, Dr. Porter stated: 
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“Neoplasm may be considered as a possible 
diagnosis when an otherwise inexplicable 
gross disturbance of rhythm [which we have 
here] is present in association with a bizarre 
cardiac silhouette.” This is not present, but 
if the tumor grew into a heart cavity rather 
than outwards, it might be absent. “One may 
say that a multiplicity and inconsistency of 
both symptoms and physical signs are ad- 
mittedly the most helpful leads to a clinical 
diagnosis of cardiac neoplasm.” Can it be 
that chronic passive congestion due to right 
heart failure is responsible for part of the 
liver involvement, and for the “flabby feel” 
of the liver edge? This is a possibility to 
keep in mind. Without effusion, the peri- 
cardium is not involved seriously. 

If a cardiac tumor was present, was it 
primary or secondary ? Secondary tumors are 
much more common in the heart. The most 
frequent sources of secondary cardiac tu- 
mors are in the bronchi and breasts.’ The 
possibility of a lesion in a lower right bron- 
chus which occluded it and caused atelecta- 
sis, and metastasized to the heart, the other 
lung, and the abdominal organs is not easily 
dismissed; yet in primary bronchial tumors 
one expects hemoptysis sooner or later. A 
lesion low enough to irritate the diaphragm 
might well refer pain to the upper abdomen, 
but one would expect some chest pain. Also, 
why was there no cough from both lung le- 
sions combined? I do not know. Porter says 
that primary cardiac tumors are usually sar- 
comas, pseudomyomas, or rhabdomyomas. I 
understand that lipomas also occur. If a 
primary tumor was present in this case, sar- 
coma seems most likely, because of the wide- 
spread metastases. It is interesting to note 
that sarcomatosis, except perhaps lympho- 
sarcomatosis, has a special tendency to pro- 
duce a neutrophilic hyperleukocytosis. 

A few other possibilities deserve consider- 
ation. One is multiple echinococcosis. While 
about half the cases show a moderate to 
high eosinophilia, a normal eosinophil count 
is perfectly compatible with that disease. The 
bloody ascitic fluid and the lesion in the 
right lung, however, do not seem to fit this 
diagnosis. Such a hyperleukocytosis would 
suggest suppuration of the cysts, and then, 
again, we would expect fever, chills, and 
sweats. Without suppuration, anemia is not 
a part of the picture of hydatid disease. 
There is no record of a hydatid thrill, but 
that interesting sign may be absent. 
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Fig. 1. Rhabdomyosarcoma in the heart. A 
tumor nodule 2 by 4 by 3 em. is seen in the 
wall and chamber of the right ventricle. 


I see no reason for the prolonged epigas- 
tric pain preceding the ascites if this were 
ordinary cirrhosis of the liver. Epigastric 
pain may be a very early sign in the subacute 
form of Chiari’s disease (thrombosis of the 
hepatic veins), but in this condition, and 
also in portal thrombosis, one would expect 
the ascites to come on much sooner. We have 
no evidence especially suggestive of mela- 
noma, 


Fig. 3. Metastatic tumor in the liver, show- 


ing the characteristic “strap” and “racket” cells 
seen in rhabdomyosarcoma. 
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Fig. 2. The liver is enlarged (weight 2400 Gm.), 
and metastatic tumor masses are observed 
throughout. One large mass noted in the right 
lobe measured 10 by 10 cm., and was soft in 
consistency. 


I am unable to reach a single definitive 
diagnosis in this complex case. I shall, how- 
ever, commit myself to this extent: I believe 
we are dealing with a malignant condition, 
probably primary in the pancreas, a bron- 
chus, or the heart, with metastases to the 
various organs already mentioned, and 
probably elsewhere where no characteristic 
symptoms reveal them. If the primary le- 
sion is in the pancreas or bronchus, it is 
probably carcinoma. If in the heart, sarcoma 
seems likely, but not lymphosarcoma. 4 


Fig. 4. Section of bone marrow showing meta- 
static rhabdomyosarcoma. The typical cells of 
the tumor are observed. 
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Anatomic Discussion 

Dr. Jerome O. Williams*: The principal 
findings at the postmortem examination were 
in the heart, lungs, bronchial lymph nodes, 
mediastinal lymph nodes, diaphragm, ileum, 
omentum, kidneys, bone marrow, peritoneum, 
and pleura. All these organs and tissues 
showed the presence of a tumor. In all the 
sections the tumor appeared to be microscopi- 
cally identical. Two distinct types of tumor 
cells were observed—the first a “strap” cell, 
which has two or more nuclei arranged in 
tandem; the second a “racket” shaped cell, 
which resembles very closely a tennis racket. 
Both cells have hyperchromatic nuclei and 
a very finely granular cytoplasm. 

With the Masson Trichrome stain, cross- 
striated, longitudinal myofibrils were ob- 
served in one area. This mitroscopic pic- 
ture, we feel, identifies the tumor as a rhab- 
domyosarcoma. The tumor is quite malig- 
nant and metastasizes early and widely, both 
by the blood stream and by lymphatic chan- 
nels. The prognosis in such cases is uniform- 
ly poor. 

In this case, we were unable to establish 
definitely a primary site, but we feel that 
it may represent a primary tumor of the 
heart with metastases. Dr. A. P. Stout" has 
stated that “in almost every case the tumor 
develops within or is attached to peripheral 
striated muscle.” If this is a primary ma- 
lignancy of the heart, it would be the tenth 
such case to be recorded in the literature’. 

This case is of interest in that there was 
very general widespread metastasis. In 
Stout’s review of the literature he reported 
121 cases, approximately 5 per cent of which 
showed generalized metastasis. In none of 
these cases was metastasis noted in the bone 
marrow. Our case showed considerable tu- 
mor within the bone marrow, and thus rep- 
resents the first case of rhabdomyosarcoma 
with metastasis to the bone marrow. 


Anatomic Diagnoses 
Rhabdomyosarcoma with metastasis, in- 
volving the heart, lungs, bronchial lymph 
nodes, mediastinal lymph nodes, dia- 
phragm, ileum, liver, omentum, adren- 
als, kidneys, bone marrow, peritoneum, 
and pleura. 


ok Trainee in Cancer, National Cancer Institute. 


1. Stout. A. P.: Rhabdomyosarcoma of the Skeletal Muscles, 
Ann. Surg. 128:447-472 (March) 1946. 

2. Whorton, C. M.: Primary Malignant Tumors of the Heart, 
Cancer 2:245-260 (March) 1949. 


COMMITTEES AND ORGANIZATIONS 


Ascites, hemorrhagic. 

Hydrothorax, left. 

Splenomegaly. 

Generalized arteriosclerosis and general- 
ized atherosclerosis. 

Slight jaundice. 
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PUBLIC RELATIONS COMMITTEE 


THE MEDICAL PROFESSION’S 
PUBLIC RELATIONS 


C. SYLVESTER GREEN* 
CHAPEL HILL 


How may doctors develop good public 
relations? For a fact, how are many doctors 
accomplishing this at the present? Assuming 
that good public relations are desirable, how 
far can doctors go in courting public under- 
standing, the first and most important step 
toward public appreciation? 

“Public relations” is a term of compara- 
tively recent usage. It is meant to convey a 
technique whereby good will is established 
between a producer and a consumer. 

From its application to the promotion of 
a tangible product it has been expanded to 
touch intangibles as well. Services are for 
sale by the professions. Their knowledge, 
and ways in which that knowledge may be 
utilized by others, give such professional 
men an alertness to public relations. 

Sales language has a sense of inappropri- 
ateness when applied to the intangibles. Ad- 
vertising is taboo in the medical and legal 
professions. The maker of automobiles or 
radios takes his message to the people. With 
complete sincerity and a guarantee backing 
his product, he tells the people about it. That 
leads to a desire for the product and the 
translation of that desire into purchases. 
The professional man cannot make such a 
direct approach. 

This restrictive pattern does not elimi- 
nate, rather it intensifies the need for good 
public relations for the professions. The 
principle will be the same, but new tech- 
niques will have to be attempted. Those 
techniques will be determined by objective. 
Does the medical profession want a program 
of good public relations for the individual 


* Executive Vice President, Medical Foundation of North 
Carolina, Ine. 
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benefit of the individual doctor? Or, are 
good public relations desired to reflect prog- 
ress and make possible expansion for the 
whole field of medical science? 

It is not flattery to emphasize that the 
medical profession is concerned for the 
larger development. Its practitioners know 
that advances in service to the public come 
first. They know also that these advances 
will mean inevitable advantages for them. 

There is something underlying this choice 
that the public may overlook. There is con- 
suming concern on the part of doctors to 
find means of prolonging life, decreasing 
suffering, and expanding the economic ad- 
vantages of good health. In that they might 
be seen as “working themselves out of a 
job.” On the contrary, through the opening 
of new areas of knowledge, the total demand 
on the medical practitioner increases. Their 
work becomes thereby more exacting. 

If there were some way for the public to 
know the long hours, the constant “on call’ 
the doctors know, and the personal and 
family sacrifices they must make in their 
work, a long step would have been taken 
toward good public relations. For the hard- 
ships, the doctors ask no sympathy. All they 
ask is added opportunity—even public co- 
operation in some instances—to the end that 
they may serve better. 

Because their professional contacts are so 
highly personalized, doctors have always 
found it difficult to enhance their public 
relations wisely and ethically. There are two 
ways, though, in which this problem is being 
most successfully met today. 

Many doctors are making themselves vital 
members of the local community—citizens 
concerned and active in everything that 
makes for community progress. The larger 
the community, the more necessary these 
wide contacts. They can be very demanding 
in both time and effort, but the reward is 
the recognition of the doctor as integral in 
the larger community—serving his profes- 
sion but also serving a growing and pros- 
pering community dedicated to the larger 
patterns of society. 

Many doctors are contributing today to 
improved public relations for their profes- 
sion through identification with large and 
impressive movements dedicated to the com- 
mon good of the whole order of human so- 
ciety. They are supporting benevolent agen- 
cies, organized charities, and public institu- 
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tions whose avowed purposes are to build a 
better state and nation. Identification with 
these large projects serves to let the public 
know that these doctors are alert to needs 
and concerned for media through which 
those needs may be met. It testifies to a con- 
fidence in the agency or institution work- 
ing for human betterment. 

Through the dual impact of affiliation 
with local activities and identification with 
movements outside, the doctor proves that 
his laboratory is not his hiding place, but 
his reservoir. He taps its resources to draw 
off those values that may be wholesomely 
dedicated to the over-all welfare of the vast 
public. 


CORRESPONDENCE 


MEDICAL PRACTICE ACT 


Raleigh 
December 19, 1949 
To the editor: 

There has been much confusion in the past 
in reference to the interpretation of the 
North Carolina laws (Medical Practice Act) 
concerning permission to practice medicine 
within the state. This permission has been 
misinterpreted in many different cases, In- 
dividual physicians especially, and at times 
secretaries of local county medical societies, 
have felt that they could indirectly grant 
permission to a new physician to practice 
medicine at least temporarily. Many physi- 
cians believe that they can take a young or 
new physician into their office and allow 
him to practice without a license if it is 
stated he is practicing with or under the 
supervision of that established physician, 
who holds a North Carolina license. 

This, of course, is an erroneous interpre- 
tation of the law and has caused much con- 
fusion at times, embarrassment and loss of 
temper on the part of practitioners and 
other citizens of the state. 

The North Carolina Medical Practice Act 
specifically states that any person who diag- 
noses or attempts to diagnose, who treats 
or attempts to treat, operates or attempts 
to operate on, or prescribe for or administer 
to, or profess to treat any human ailment, 
physical or mental, or any physical injury 
to or deformity of another person, is prac- 
ticing medicine. If that person does not 
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possess an individual license granted by the 
State Board of Medical Examiners, he is vio- 
lating the laws of the state and is liable to 
conviction of a misdemeanor. 
Yours very truly, 
M. D. BoNNER, M.D., President 
IvAN Procter, M.D., Secretary 
Board of Medical Examiners 
of the State of North Carolina 
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THE NORTH CAROLINA MEDICAL 
CARE COMMISSION 


Eighty Million Dollar Hospital Construction 
Program in North Carolina 

After two and one half years of hospital 
construction, the North Carolina Medical 
Care Commission has approved 68 separate 
projects. Two hospitals have been completed 
and are receiving patients —a 42-bed hos- 
pital in Ahoskie and a 20-bed hospital in 
Belhaven. A nurses home of 22 beds is at 
Ahoskie. All three buildings are located in 
agricultural counties in eastern North Caro- 
lina heretofore without hospital facilities. 

Ten of the 68 projects are at least 75 per 
cent complete, and seven others are between 
50 and 75 per cent complete. Thirty-nine of 
the projects were approved during the past 
year. 

Of the 68 projects, 43 are local general 
hospitals, of which 11 have 100 beds or 
more; 14 are nurses homes, four are health 
centers, and seven are buildings for state- 
owned hospitals—five projects at two men- 
tal hospitals, one at a tuberculosis hospital, 
and one for a cerebral palsy hospital. Thirty- 
three of the 68 projects represent new con- 
struction and 10 are expansions of present 
hospitals. 

These approved projects will provide 
North Carolinians with 3,134 new beds for 
patients and 1,048 new beds for nurses. Four 
health centers also have been authorized. 
The 68 projects are estimated to cost $33,- 
127,945.09 and involve the use of federal, 
state, and local funds. Commission officials 
anticipate, subject to local funds being avail- 
able, that by July, 1951, additional projects 
to be approved will increase the total en- 
cumbrance of funds for hospital construc- 
tion and equipment in the state to $50,- 
000,000. 
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When construction first began in 1947, 
the annual federal allocation of funds to 
North Carolina was $3,207,021, and the 
state’s appropriation was $3,125,000 yearly. 
The financial participation of the local hos- 
pital authorities ranged from 16 2/3 to 56 
per cent and averaged about or over 33 1/3 
per cent. 

The federal allocation of funds to North 
Carolina was increased to $6,414,042 a year 
on October 25, 1949. The federal share of 
cost of approved projects subsequently was 
increased from 33 1/3 per cent to 44 per 
cent. The increased federal funds has en- 
abled the commission to enlarge its program 
from $10,000,000 to $15,000,000 per year. 

With the aid of state and federal funds, 
many North Carolina communities are as- 
sured in the future of creditable medical and 
hospital services. 

In addition to the commission’s hospital 
construction program, the State Legislature 
in 1947 and 1949 appropriated directly for 
the building and expansion of state-owned 
hospitals the following amounts that total 
about $31,744,251.00: 

Mental hospitals 

Tuberculosis hospitals 

Orthopedic hospitals 

Cerebral palsy hospitals 450,000 

University’s teaching hospital 

and homes for nurses and 
interns for four-year 
medical school 


$15,118,842 


8,552,000 


THE NORTH CAROLINA CEREBRAL PALSY 
HOSPITAL 


The North Carolina Cerebral Palsy Hospital was 
established by the State of North Carolina to pro- 
vide treatment and educational opportunities for 
mentally normal children under 16 years of age 
diagnosed as having cerebral palsy. Admission is 
limited to those children (a) who can benefit ma- 
terially from the facilities provided by the hospital 
through either the in-patient or the out-patient 
service within a reasonable length of time, and (b) 
for whom continued progress upon leaving the hos- 
pital may be expected. 

Parents seeking admission for a child, whether or 
not financial assistance is needed, should be referred 
to their county Department of Public Welfare for 
preparation of the application. 

Qualifications for admission: 

1. Patient and parents must be legal residents of 

the State of North Carolina. 

2. Those patients of a teachable age and under 
16 years of age with normal mentality will be 
acceptable for admission, 

3. Patients subject to convulsions will not be ac- 
ceptable for admission on an in-patient basis 
or for school work. In some instances such pa- 
tients will be accepted for out-patient therapy. 
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4, Only patients trained in toilet needs will be 

admitted. 

Appointments will be made by mail only. No a 
pointments will be made by telephone, telegraph, 
or personal interview. Patients should be referred 
to the county Department of Public Welfare upon 
recommendation of the family physician, gonsunal 
cian or orthopedist, It is desirable that a full report 
be sent by the referring physician with the history 
of the child’s development and details as to abilities 
and mentality. 

Patients will be considered for examination and 
for admission regardless of ability to pay, but in 
those instances where after interview and due in- 
vestigation it is determined that the parents can 
finance the child’s treatment in part or in whole, 
charges will be made accordingly. Such charges will 
be payable monthly in advance. 

The hospital will supply necessary indoor wear- 
ing apparel for each patient. Parents may furnish 
the child with additional wearing apparel, subject 
to the approval of the superintendent or nurse in 
charge. R list of acceptable items will be furnished 
to the parents when notification of admission is 
sent, 

All correspondence should be addressed to: The 
North Carolina Cerebral Palsy Hospital, Route 1, 
Durham, North Carolina. 


NorTH CAROLINA ACADEMY OF GENERAL 
PRACTICE 


The second annual meeting of the North Carolina 
Academy of General Practice will be held in Dur- 
ham, March 19-21, Following a meeting of the Board 
of Directors at 11 a.m. on Sunday, March 19, the 
scientific sessions will begin at 2:30 p.m. in the 
Crystal Room of the Washington Duke Hotel. The 
tentative program for the three-day meeting is as 


follows: 
“ Sunday, March 19 
2:30 p.m. Crystal Room, Washineton Duke Hotel 
“The Acute Abdomen” — Phillip Thorek, M.D., 
University of Illinois 
“The Early Diagnosis and Treatment of Carcino- 
ma of the Cervix” — Frank R. Lock, M.D., 
Bowman Gray School of Medicine 
Psychosomatic Medicine—Speaker from the Mayo 
Clinie 


p.m. 

“Redside and Office Laboratory Procedure”—W. 
M. Nicholson, M.D., Duke University School 
of Medicine 

“Discharges from the Vagina; Treatment in Pri- 
vate Practice’—G. G. Passmore, M.D., San 
Antonio, Texas 

“Proctology as It Involves the General Practi- 
tioner”—Louis A. Buie, M.D., Mayo Clinic 

Monday, March 20 
Program by Members of the Facultv of the Duke 
University School of Medicine 
9 a.m. Amphitheatre, Duke Hospital 

“Some Aspects of the Physiology of Circulation” 
—Eugene A. Stead, Jr., 

“A Discussion of Electrocardiography”—Edward 
S. Orgain, M.D. 

“Clinical Diagnosis and Therapy of Common 
Cardiac Arrhythmias”—Jack Myers, M.D. 

2-4 p.m.—Wards Rounds in Duke Hospital 
8 p.m. Amphitheater, Duke Hospital 
Round Table Discussion on “The Patient with 
Heart Disease” 
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Coordinator: Eugene A, Stead, Jr., M.D. 
Panel members: Edward 8S. Orgain, M.D. Medicine 
Walter Kempner, M.D., Medicine 
Bayard Carter, M.D., Obstetrics 
Will C. Sealy, M.D., Surgery 
Jerome Harris, M.D., Pediatrics 
Tuestiay, March 21 
9 a.m. Amphitheater, Duke Hospital 
Program by Members of the Faculty of the Duke 
University School of Medicine 
“The Menopause and Its Problems”—E. C. Hamb- 
len, M.D. 
“Summary of the Present Knowledge of ACTH 
and Cortisone”’—Frank Engel, M.D. 
“Non-Surgical Treatment of Disease of the Pros- 
tate”’—E. P. Alyea, M.D 
2-4 p.m.—Ward Rounds in Duke Hospital 
6 p.m.—Social Hour, Washington Duke Hotel 
7 p.m.—Banquet, Washington Duke Hotel 
Speakers to be announced 
10 p.m.—Adjournment 


NORTH CAROLINA SOCIETY OF 
ANESTHESIOLOGISTS 


The North Carolina Society of Anesthesiologists 
will meet in Winston-Salem on February 25, with 
Dr. Leo V. Hand of Boston, Massachusetts, as dinner 
speaker, Dr. R. L. Wall of the Bowman Gray School 
of Medicine is president of the organization. Dr. 
Hand, anesthetist for the New England Deaconess 
and New England Baptist hospitals and past presi- 
dent of the New England Society of Anesthesiolo- 
gists, will also speak at the regular clinicopathologic 
conference of the Bowman Gray Medical School on 
Monday, February 27. : 


NEws NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


Postgraduate medical courses sponsored by the 
University School of Medicine and the Extension 
Division have been arranged at Raleigh beginning 
March 30 with the Wake County Medical Society as 
co-sponsor, and at Elizabeth City, Edenton, and 
Ahoskie beginning March 31 with the First Medical 
District as co-sponsor. The programs are as follows: 


Raleigh 

March 30—Congenital Heart Disease —Dr. Helen 
Taussig, Johns Hopkins University, Bal- 
timore 

April 6 —Implications of ACTH Therapy in Rheu- 
matic Heart Disease—Dr. Joseph E. 
Warren, House of the Good- Samaritan, 
Boston 

April 13—Anesthesia—Dr, Robert D. Dripps, Uni- 
versity of Pennsylvania Hospital, Phila- 
delphia 

April 27—The Necessity for Surgical Exploration 
for Silent Pulmonary Lesions (after- 
noon). Newer Aspects in the Surgical 
Treatment of Bronchiectasis (evening)— 
Dr. Richard H. Overholt, Tufts College 
Medical School, Boston 

May 11 —Pain—Dr. William P. Chapman, Massa- 
chusetts General Hospital, Boston 

May 18 —Virus and Rickettsial Diseases — Dr. 
Horace Hodes, Mount Sinai Hospital, 
New York 


February, 1950 


Ahoskie - Edenton - Elizabeth City 

March 31—Pediatrics (Elizabeth City)—Dr. Sam F. 
Ravenel, Greensboro 

April 7 —Implications of ACTH Therapy in Rheu- 
matic Heart Disease (Ahoskie) — Dr. 
Joseph E, Warren, House of the Good 
Samaritan, Boston 

April 14—Cardiovascular Disease (Edenton) — Dr. 
Reno R. Porter, Medical College of Vir- 
ginia, Richmond 

April 28—Obstetrics (Elizabeth City)—Dr. Edward 
Schumann, Philadelphia 

May 12 —Pain (Ahoskie)—Dr. William P. Chap- 
man, Massachusetts General Hospital, 
Boston 

May 19 —Virus and Rickettsial Diseases (Edenton) 
—Dr. Horace Hodes, Mount Sinai Hos- 
pital, New York 

* 


Dr. K. M. Brinkhous, professor of pathology, and 
Dr. J. H. Ferguson, professor of physiology, were 
guests of the Josiah Macy, Jr., Foundation at the 
Third Conference on Blood Clotting and Allied Prob- 
lems in New York on January 23 and 24. 


Dean W. R. Berryhill presented a paper on “The 
Location of a Medical School: Considerations in 
Favor of Locating a Medical School on a University 
Campus” before the Annual Congress on Medicai 
Education and Licensure of the American Medical 
Association in Chicago on February 6. 

* * 


Dr. Henry Toole Clark, Jr., has been appointed 
administrator of the Division of Medical Affairs 
and will assume his new duties on May 1. The 
Division of Medical Affairs is a new Division of the 
University and will include the Schools of Medicine, 
Dentistry, Public Health, Nursing, Pharmacy, and 
the University Hospital and was established for the 
purpose of integrating and correlating the work of 
all the professional schools and the hospital in their 
teaching and research development within the Uni- 
versity. Equally or more important, the Division 
through its Administrator and Executive Board will 
attempt to correlate the teaching, research, and 
service functions of the entire State University 
Medical Center now being constructed with the hos- 
pital and health agencies and services throughout 
the state. 

Dr. Clark, a native of Scotland Neck, is a grad- 
uate of the University of North Carolina, had his 
first two years of medicine at the University School 
of Medicine, and received his M.D. degree from the 
University of Rochester; he had additional training 
at Duke Hospital and at the Strong Memorial Hos- 
pital in Rochester, New York. Dr. Clark’s most 
recent work has been in Nashville as director of the 
Vanderbilt University Hospital and professor of 
hospital administration. 

* * 


Dr. John C. Brauer has accepted an appointment 
as dean of the new School of Dentistry to be estab- 
lished at the University. He received his A.B., 
M.Sc., and D.D.S. degrees from the University of 
Nebraska. Dr. Brauer formerly taught at Emory 
University Dental College and at the State Uni- 
versity of Iowa, but more recently has been Dean 
of the School of Dentistry of the University of 
Southern California. He plans to arrive in Chapel 
Hill on March 1. 

Plans for construction of the new dental school 
are now under way under Dr. Brauer’s supervision. 
It will not be ready for another two years, but tem- 


porary laboratories will be erected which, with the 
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combined use of the preclinical medical facilities and 
departments, will enable him to open the dental 
school with the first class of forty students next 
September. 


News NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Four papers prepared by staff members of Bow- 
man Gray School were presented at the first scien- 
tific meeting of the Southeastern Section of the 
Society for Experimental Biology and Medicine at 
Duke University on January 27. The section was 
organized last April with Dr. Camillo Artom, pro- 
fessor of biochemistry, as a sectional councilor. 
Membership includes doctors and scientists from 
North and South Carolina, Virginia and Tennessee. 

“Subacute Toxicity of Radioactive Phosphorus as 
Related to the Composition of the Diet” was the 
subject of a paper prepared by Dr. W. E. Cornatzer 
and Dr. Artom of the biochemistry department and 
Dr. George T.: Harrell, Jr., and Dr. David Cayer of 
the internal medicine department. Dr. J. Maxwell 
Little and Carlos Cooper, Jr.. of the department of 
physiology and pharmacology were authors of a 

aper on “A Bioassay Method for Diuretics.” Dr. 

arjorie Swanson of the biochemistry — 
presented two papers, “Nucleotidases of Liver” 
and “The Lipide Composition of the Mitochondria 
from Rat Liver,” the latter prepared in collabora- 
tion with Dr, Artom. 
** 

Dr. Bennette B. Pool, assistant professor of clin- 
ical medicine, participated in a panel discussion on 
“Office Procedure” at the meeting of the South- 
eastern Allergy Association on February 11 and 12 
at Columbia, South Carolina. 

oe * * + 

Dr. Harold D. Green, professor of physiology and 
pharmacology, will attend meetings of the American 
Foundation for Hypertension in Cleveland, Ohio, on 
March 3 and 4 as a member of the scientific council. 

* 

An $8,000 addition is being built on the fifth 
floor of the medical school to house offices and lab- 
oratories of the department of neuropsychiatry. 
Space formerly occupied by that department on the 
third floor will be converted for the use of the de- 
partment of physiology and pharmacology and med- 
icine for research and expanded teaching activities 
under grants from the National Heart Institute and 
the Robins Company. 

* * 

Dr. Jerry K. Aikawa of the department of medi- 
cine is one of thirty-four scientists throughout the 
nation who have recently received research fellow- 
ships from the American Heart Association. The 
grant-in-aid, amounting to $3,000, will be used for 
research in rheumatic fever, applying some of the 
techniques which Dr, Aikawa has been using in 
other types of acute infections under a grant from 
the Atomic Energy Commission. 

Dr. George Harrell, professor of internal medi- 
cine, and Dr. J. Maxwell Little, associate professor 
of physiology, lectured at the Veteran’s Hospital, 
Mountain Home, Tennessee, on January 20. Dr. Har- 
rell’s subject was “Chemotherapy of Tuberculosis” 
and Dr, Little’s was “New Advances in Respiratory 
Physiology.” Dr. Harrell and Dr. H. H. Bradshaw, 
professor of surgery, also lectured at the Veterans 
Hospital in Lake City, Florida, on February 3. Dr. 
Bradshaw showed movies on congenital heart dis- 
ease, and Dr. Harrell spoke on “Virus Hepatitis. 
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POINT OF VIEW! 


. . . With so much going on in the world it’s a shame to 
emulate the traditional position of the ostrich... 


. . . Busy physicians, with heavy working schedules, often 
are tempted to “get away from it all” by laying aside 
their professional journals and relaxing with the latest 
“who dunit’’ murder mystery. . . 


. . . Relaxation is fine, but too much is happening in the 
world of medical science and medical economics to re- 
main out of professional circulation for more than a short 
time... 


. .. The Journal gives you the latest information on scien- 
tific matters, news of the profession, and also what is 
new in drugs, medical appliances, and special services. 
Don’t overlook the educational value of the ads. You can 
trust their reliability, for only products accepted by 
A. M. A. councils are advertised . . . Most offer samples. * 
Write for them and in that way help us prove the point 
we often make, that . . . “North Carolina physicians read 
their state medical journal.”’ 


THE NORTH CAROLINA MEDICAL JOURNAL 


“See Page XXVII for Current Advertisers. 
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NEWS NOTES FROM THE STATE BOARD 
oF HEALTH 


Nutrition service has been a part of some public 
health department programs for approximately 
thirty years, but it did not become a specific activity 
of the North Carolina State Board of Health until 
1939; it was not until 1945 that an administrative 
division was set up with a director in charge. Since 
that time, requests for nutrition service have stead- 
ily increased, Today the division consists of a di- 
rector, a principal nutritionist, a consulting dietitian 
and five nutrition consultants in the field. The de- 
mands for help in nutrition are so great that even 
a staff of this size is not adequate to meet the needs 
of the entire state. 

The activities of the Nutrition Division are varied. 
Field consultants are assigned to districts in the 
state. With five consultants, each nutritionist should 
be giving consultant service to approximately twen- 
ty counties, Since this is a physical impossibility, 
— service is being offered on a request basis 
only. 

A year ago a consulting dietitian was added to 
the staff of the Nutrition Division. She is the first 
dietitian in the state to serve all of the State Hos- 
pitals and state institutions. During the past year, 
she has worked with several of the State Hospitals 
and institutions on matters of food, which is one of 
their largest budget items. 

This year the Nutrition Division is carrying on a 
number of studies with other state agencies dealing 
with dietary practices in North Carolina. These 
studies will be reported at some later time. 

* * 

Within the past year the one hundredth county of 
the state made provision for the organization of a 
full-time health department. While the State Board 
of Health is important from certain standpoints, 
public health really is administered locally, and 
even state and federal funds, though channeled 
through the State Health Department, are spent 
under local supervision, 

* 

Prematurity continues to be the No. 1 baby killer 
in North Carolina and is responsible for more than 
a third of the deaths among infants under one year 
of age. There are around 5,000 or 6,000 premature 
births in North Carolina each year. There were 
1,364 deaths attributed to prematurity in 1947. It is 
estimated that 40 to 50 per cent of these could have 
been prevented, if adequate physical and profes- 
sional care had been provided. 

A survey of North Carolina hospitals revealed 
that the majority were not equipped to care ade- 
quately for prematurely born infants. The prema- 
ture mortality rate in some of these was as high as 
50 or 60 per cent. The survey also showed the need 
for nurses trained in caring for premature babies. 
Too many of the prematurely born infants that 
could have been saved were not given the proper 
care during the first forty-eight hours of life, dur- 
ing which time 90 per cent of deaths due to pre- 
maturity occur, 

The U. S. Children’s Bureau has made available 
to the North Carolina State Board of Health funds 
to establish a program to combat deaths from pre- 
maturity. Following is the framework of the pro- 
gram referred to: 

Premature infant centers in hospitals, located in 
strategic areas of the state, have been set up. These 
centers have specially trained nurses, physicians, 
and equipment to take care of prematurely born 
infants. 

Funds are set aside to give financial aid to pa- 
rents in the lower economic group, so that they can 
keep their premature infants in the hospital until 
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tney are strong enough to go home. 

Provisions are made to get premature babies who 
need specialized care into hospitals or health cen- 
ters immediately after birth, 

Public Health Nurses and nurses in hospitals 
who are interested in the care of premature infants 
are given refresher courses and scholarships in pre- 
roature care. 

There are now four hospital centers in this state 
in operation, which are approved by the premature 
infant care program. These are Duke and Watts, 
in Durham; the Baptist Hospital, in Winston-Salem; 
and Biltmore, in Asheville. There are three other 
hospitals which have units under construction or 
contemplate them in the very near future. These 
are: Rex, in Raleigh; James Walker Memorial, in 
Wilmington; and Mercy Hospital, in Charlotte. 
These centers, however, can only take care of about 
one fifth of the premature babies born in this state, 
which means that four fifths will have to be cared 
for in local hospitals. In order to improve the care 
of prematures who will be taken into local hospitais 
other than the centers, the State Board of Health 
has set aside funds to aid ten hospitals a year by 
giving a scholarship to one of the graduate nurses 
in the local hospital for a period of specialized pre- 
mature infant training. The State Board of Health 
will lend the hospital at least two incubators. 


NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


The annual meeting of the North Carolina Tuber- 
culosis Association will be held in Durham May 22 
and 23, according to an announcement by Dr. Derwin 
Cooper, chairman of the program committee. Head- 
quarters will be the Washington Duke Hotel. Out- 
standing speakers for the medical section of the 
meeting are being secured by the N. C. Trudeau 
Society, Dr. J. S. Hiatt, president. 

* * * 

The American Trudeau Society in cooperation 
with the University of Tennessee Medical School 
will sponsor a postgraduate course in pulmonary 
diseases for region III March 20-25, 1950, in Mem- 
phis, Tennessee. Region III includes the states of 
Maryland, Virginia, West Virginia, Kentucky, Ten- 
nessee, North Carolina, South Carolina, Georgia, 
Florida, and the District of Columbia. 

The course, similar to the ones held at Emory 
University last year, and at Duke University and 
the University of North Carolina in 1948, is de- 
signed primarily for general internists interested in 
chronic chest diseases, thoracic internists and sur- 
geons, sanatorium physicians, public health officers, 
and recent medical school graduates who expect to 
specialize in pulmonary diseases, 

Application blanks may be obtained by writing to 
the American Trudeau Society, 1790 Broadway, New 
York, N. Y. 


Tuberculosis caused an average of 1,084 deaths 
per year in North Carolina for the period 1944 
through 1948, according to recent reports from the 
State Board of Health in Raleigh. A total of 5,417 
deaths from the white plague were reported to the 
department during that period, The death rate for 
the five years was 28.7 (deaths per 100,000 popula- 
tion). The number of deaths and the death rates for 
each year of the five year period are as follows: 

Number of Deaths Death Rate 
1,165 1. 
1,198 
1,090 
1,056 
908 


| 
4 
i 
4 


NORTH CAROLINA MEDICAL JOURNAL February, 1950 


Announcing 


Postgraduate Course in Pulmonary Diseases 
Sponsored by 


AMERICAN TRUDEAU SOCIETY 


in cooperation with 
UNIVERSITY OF TENNESSEE COLLEGE OF MEDICINE 
to be held at 
WEST TENNESSEE TUBERCULOSIS HOSPITAL 
842 Jefferson Avenue, Memphis, Tennessee 
MARCH 20 - 25, 1950 

The faculty will consist of prominent teachers and clinicians in the 
field of pulmonary diseases. 

The course will be of value to physicians interested in both tuber- 
culous and non-tuberculous pulmonary diseases and is limited to fifty 
students. 

A fee of $50 will be charged for the entire course. Checks should be 
made payable to the American Trudeau Society and accompany applica- 
tion blank. 

Application blanks and additional information can be obtained from the 
AMERICAN TRUDEAU SOCIETY, 
1790 Broadway, New York 19, New York 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


A private institution for the diagnosis and treatment of nervous and 
mental disease, alcoholism and those requiring general up-building. 


J. P. King, M.D. J. K. Morrow, M.D. D. D. Chiles, M.D. T. E. Painter, M.D. 
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FirtH DISTRICT MEDICAL SOCIETY 


The Harnett County Medical Society entertained 
members of the Fifth District Medical Society and 
other guests at a Diabetes Symposium, held in 
Dunn on January 20, Speakers included Dr. Howard 
F. Root, president of the American Diabetes Asso- 
ciation; Drs. Hugh L. C. Wilkerson and Thomas R. 
Dawber, of the United States Public Health Service; 
and Dr. W. M. Nicholson of the Duke University 
School of Medicine. Physicians were invited to bring 
any problem patients for consultation with Dr. Root, 
and to attend the regular diabetes clinic of the 
Harnett County Health Department, held at 10 a.m. 


CATAWBA VALLEY MEDICAL SOCIETY 


The Catawba Valley Medical Society met in Lin- 
‘colnton on January 25, Dr. C. Nash Herndon of 
Winston-Salem spoke on “Hereditary Diseases in 
Medical Practice,” and Dr. L. Thomas Morton of 
Lincolnton gave a talk on “Differential Diagnostic 
Facts of Laryngeal Conditions.” 


ForsYTH COUNTY MEDICAL SOCIETY 


At a dinner meeting of the Forsyth County Medi- 
cal Society, held in Winston-Salem on January 10, 
Dr. Shermon Little spoke on “The Role of the Gen- 
= Practitioner in Preventive Psychiatry in Chil- 

ren.’ 


WARREN COUNTY MEDICAL SOCIETY 


Dr. W. D. Rodgers of Warrenton has been elected 

prea of the Warren County Medical Society 
or 1950, succeeding Dr. F. P. Hunter. Dr. T. J. Holt 
of Wise was elected vice president, and Dr, H. H. 
Foster of Norlina was re-elected secretary and 
treasurer. Dr. G. H. Macon was named delegate to 
the State Medical Society meeting, with Dr. W. D. 
Rodgers as alternate, 

The society voted to discontinue care given to the 
F.H.A. group in Warren County because the fees set 
for this service are too low to justify its contin- 
uance, 


NEws NOTES 
Dr. Norman Boyer has announced the opening of 
his office for the practice of medicine in Scotland 


Neck. 
* * * * 


Dr. Howard T. Holden has moved from Asheboro 
to Charlotte, and has opened offices at 214 North 
Torrence Street for the practice of ophthalmology 
and otolaryngology. 


AMERICAN ACADEMY OF GENERAL PRACTICE 


The annual Scientific Assembly of the American 
Academy of General Practice will be held in St. 
Louis, February 20-23, Dr. E. C. Hamblen of Dur- 
ham is one of the speakers on the program, 


NATIONAL CONFERENCE ON RURAL HEALTH 


The fifth National Conference on Rural Health, 
sponsored by the Committee on Rural Health of the 
American Medical Association, was held in Kansas 
City, Missouri, on February 3 and 4. 
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Classified Advertisements 


PHYSICIAN WANTED FOR EYE, EAR, 
NOSE, AND THROAT WORK 
Associate wanted in an established eye, ear, 
nose and throat practice of long standing in 
excellent eastern North Carolina city. Direct 
replies to P. O. Box 1606, Raleigh, North 

Carolina. 


ELECTROCARDIOGRAM FOR SALE 
FOR SALE: 1941 model “Simpli-Trol” 
Cambridge  Electrocardiogram. Excellent 
Condition, $300.00. 
Address “GH” 
P. O. Box 456 
Winston-Salem, N. C. 


FOR SALE 

One Stereoscopic X-Ray View-Box. Made by 
Acme International X-Ray Co. In good con- 
dition. Also a considerable stock of eye, ear, 
nose and throat instruments. Will sell any 
at half price. 

Dr. C. W. Banner 

Greensboro, N. C. 


SMALL HOTEL for CONVALESCENCE and 
REST. Quiet, restful, fine food and water, 
large pine grove. Surrounded by golf course. 
Patronage of doctors desired. Three miles 
south Raleigh, accessible, paved roads. 
Information and credentials furnished. 
COLONIAL PINES HOTEL, RALEIGH, N. C. 


DOCTOR WANTED 
Thriving town 1500 and an additional area 
population offers general practice opportun- 
ity including new office-clinic facility, moder- 
ate rental to young physician. Social-eco- 
nomic environment desirable. Contact 
S. C. Ives, President 
Bethel Medical Building Corp. 
Bethel, N. C. 
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FISCHER “Spacesaver 30” 


Combination Radiographic-Fluoroscopic Unit 
and Examining Table 


LOW IN PRICE 


Extra High Value 
Per Dollar Spent 


In MINIMUM SPACE and at MINI- 
MUM COST this splendid unit pro- 
vides not only an examining table but 
a 30 milliampere, many-purpose x-ray 
plant. With MINIMUM EFFORT on 
the part of the operator a change may 
be made from horizontal radiography 
to horizontal fluoroscopy, or vice 
versa, without moving the patient 
from the table. The change from 
vertical fluoroscopic to vertical radio- 
graphic positions is equally easy. 

A full size 12” x 16” Patterson 
Type B-2 Fluoroscopic Screen sup- 
plied AT NO EXTRA CHARGE. 


121 steps of kilovoltage regulation, mak- 
ing possible the universally valuable thick- 
ness-of-part technic for the most accurate 
radiographic end results. 


A standard Bucky diaphragm may be 
used, or, where extreme economy dictates, 
a stationary grid may be used. Exposure 
timing done by x-ray timer, not by less 
accurate Bucky timing mechanism. 


Absolute safety for patient and operator. 


Low in price with many Extra Value 
features, 


“Spacesaver” available also in 250 MA, 
100 MA, and 50 MA models, each with re- 
mote control. 


Produced by the holder of a series of 
Army-Navy awards unequalled by any 
other manufacturer of x-ray equipment— 
the “E” Flag with three stars plus the 
U. S. Navy Certificate of Achievement— 
all for outstanding services rendered. 


CAROLINA SURGICAL 
SUPPLY COMPANY 
121-123 S. WILMINGTON ST. 


RALEIGH, N. C. 


Watch for announcement of opening of our new store at 
217 NORTH DILLARD STREET, DURHAM, NORTH CAROLINA 


February, 1950 
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AUXILIARY 


FALL BOARD MEETING 


The annual fall meeting of the Board of 
Directors of the Auxiliary to the Medical 
Society of the State of North Carolina was 
held Tuesday, October 4, at 11 a.m. at the 
home of Dr. and Mrs. H. S. Willis, McCain, 
N. C. Mrs. Thomas Leslie Lee of Kinston, 
president of the Auxiliary, presided over 
the meeting. Forty-eight were present, in- 
cluding fifteen county auxiliary presidents, 
three past presidents, and six guests. 

Following the invocation, given by Mrs. 
Frederick R. Taylor of High Point, the presi- 
dent brought greetings to the Board, and 
Mrs. Willis welcomed her guests. 

Brief reports, plans, and suggestions were 
heard from the following officers: Mrs. P. P. 
McCain of Southern Pines, chairman of nast 
presidents; Mrs. Harry Johnson of Elkin, 
president-elect; Mrs. E. C. Judd of Raleigh, 
treasurer; Mrs. B. L. Woodard of Kenly, re- 
cording secretary; and Mrs. J. C. Peele of 
Kinston, corresponding secretary. 

Mrs. Raymond Thomnson of Charlotte, im- 
mediate past president, first vice president. 
and chairman of organization, introduced the 
councilors, each of whom gave a short revort 
from her district: Mrs. J. E. Smith, Wind- 
sor, First District; Mrs. B. F. Royal, More- 
head City, Second District; Mrs. E. C. An- 
derson, Wilmington, Third District; Mrs. 
J. W. Rose, Pikeville, Fourth District: and 
Mrs. Stuart Willis, McCain, Fifth District. 

After giving her report, Mrs. M. D. Hill 
of Raleigh, second vice president and chair- 
man of activities, introduced the following, 
who in turn gave their revorts: Mrs. John 
H. Hamilton of Raleigh, McCain Bed chair- 
man; Mrs. G. M. Billings of Morganton, Ste- 
vens Bed chairman; and Mrs. George W. 
Mitchell of Wilson, Student Loan Fund chair- 
man. Dr. Rachel Davis of Kinston, chairman 
of the Medical Society’s Advisory Board, 
brought to the members a stimulating mes- 
sage concerning public relations. 

After lunch Dr. M. D. Hill, secretary-treas- 
urer of the Medical Society of the State of 
North Carolina, made a most interesting and 
informative talk, taking as his topic ‘““Medi- 
cal Legislation, Both State and National.” 

Brief committee reports and plans were 
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heard from Mrs. B. Watson Roberts of Dur- 
ham, program chairman; Mrs. Roland S. 
Clinton of Gastonia, research chairman; Mrs. 
J. E. Wright of Macclesfield, Hygeia chair- 
man; Mrs. Stuart Gibbs of Rocky Mount, 
Scrapbook chairman; Mrs. Robert T. Pig- 
ford of Wilmington, revisions chairman; 
Mrs. P. G. Fox of Raleigh, legislative chair- 
man; and Mrs. R. D. McMillan of Red 
Springs, historian. 

Following the election of the nominating 
committee, yearbooks were distributed to the 
members. 

Regrets were read from Dr. G. Westbrook 
Murvhy of Asheville, president of the State 
Medical Society, and Mrs. Murphy, memor- 
ial chairman; Mrs. K. B. Pace of Greenville, 
a past president; and Mrs. C. V. Tyner of 
Leaksville, Eighth District councilor. Reports 
were read and filed from the following chair- 
men who were unable to attend: Mrs. C. D. 
Thomas of Black Mountain, public relations 
and Mrs. H. M. Dalton of Kinston, press and 
publicity; and from the following district 
councilors: Mrs. W. P. Richardson of Chapel 
Hill, Sixth District: Mrs. C. L. Nance of 
Charlotte, Seventh District; Mrs. J. S. Hol- 
brook of Statesville, Ninth District; and Mrs. 
Julian Moore of Asheville, Tenth District. 

Reports given showed evidence of keen 
and state-wide interest in Auxiliary work. 
The Board will convene again on May 2, 1950, 
at the Carolina Hotel, Pinehurst, in conjunc- 
tion with the State Medical Society. 


Obesity and preventive medicine.—Obesity plays 
a much more significant etiological role in the de- 
generative diseases of later years than it does in the 
nathogenesis of disorders in youth. In view of the 
increasing incidence of cardiovascular diseases and 
diabetes mellitus, it is high time education in wise 
nutrition stressed the hazards of excesses as well as 
of deficiencies. The preventive medicine of the fu- 
ture will surely recognize the growing importance 
of health in the later decades of life. As the child is 
taught to prepare for adult life so adults need to be 
instructed in preparation for later maturity. sene- 
scence, and senility——Edward J. Stieglitz: A Future 
for Preventive Medicine, New York, The Common- 
wealth Fund, 1945, p. 53. 


The magnitude of the task which still lies ahead 
should not be underestimated. Tuberculosis even now 
takes more than 45,000 lives a year in our country, 
and is a serious cause of disability among men in 
the productive period of life. The disease still ranks 
high among the causes of death at most age periods. 
—Louis I. Dublin, Ph.D., Health Progress 1936 to 
1945, Metropolitan Life Insurance Co. 


= 
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the gland, 
the whole 
gland... 


«+. and nothing but the whole gland 
can achieve the effects of the full 
array of cortical hormones in correcting 
such typical symptoms of adrenal cortical 
Insufficiency as loss of weight, impaired 
resistance to infections, lowered muscle 
tone, lassitude and mental apathy. 


Because ADRENAL CORTEX EXTRACT (UPJOHN) is a specially 
extracted preparation from the whole gland, it 
provides all the active principles of the 
cortex for full therapeutic replacement 
of multiple cortical action on carbohydrate, 
fat and protein metabolism, vascular 

permecbility, plasma volume, 

body fluids and electrolytes. 
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BOOK REVIEWS 


Clinical Biochemistry. By Abraham Canta- 
row, M.D., Professor of Biochemistry, Jef- 
ferson Medical College; and Max Trumper, 
Ph.D., Commander, H(S), USNR, Lecturer 
in Clinical Biochemistry and Basic Science 
Coordinator, Naval Medical School National 
Naval Medical Center, Bethesda, Maryland. 
Ed. 4, 642 pages with 38 figures. Price, 
$8.00. Philadelphia and London: W. B. 
Saunders Company, 1949. 

In about 550 pages of text material, the authors 
have discussed such topics as carbohydrate, protein, 
lipid and mineral metabolism; water, acid-base and 
basal metabolism; vitamins; diabetes mellitus; and 
renal, hepatic, gastric and pancreatic function. 
There are included a discussion of hormonal assay 
and an outline of chemical abnormalities in various 
disorders, 


Many new topics have been added in the fourth 
edition, including: chemical changes in shock, the 
crush syndrome, potassium in treatment of diabetic 
coma, alarm reaction, goitrogenic agents, thymol 
turbidity, flocculation, and fatty liver. 

At the end of each chapter, the authors list vari- 
ous monographs, review articles, and a few selected 
papers on topics that are not thoroughly discussed 
in the text. 

For the clinician as well as the medical student, 
this book will serve as a guide in understanding 
clinical biochemistry, and will give an excellent re- 
view of the subject. 


A Textbook of Physiology—Originally by 
William H. Howell, M.D. Edited by John 


F. Fulton, M.D., Sterling Professor of 
Physiology, Yale University School of 
Medicine. Ed. 16. 1258 pages with 556 fig- 
ures Price, $10.00. Philadelphia and Lon- 
don: W. B. Saunders Company, 1949. 


This edition represents what is more properly the 
second edition of A Textbook of Physiology edited 
by Dr. Fulton with the collaboration of some twelve 
authors, many of whom, at one time or another, 
worked with Dr. Fulton in his laboratory. 


It is an excellently written and comprehensive 
textbook of normal physiology. As might be ex- 
pected, the section on the nervous system is the 
most thorough and most satisfactorily written, since 
—this is Dr. Fulton’s major field of interest. Despite 
this, however, the book is well balanced and the 
material is well presented throughout. There are 
many revisions and additions which have improved 
the work since its first edition in 1946, The book 
is to be particularly recommended for graduate and 
undergraduate students in physiology and for those 
members of the medical profession desiring a thor- 
ough presentation of the various topics of normal 
physiology. 
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Hematology for Students and Practitioners. 
By Willis M. Fowler, M.D., Professor of 
Internal Medicine, University of Iowa 
Medical School, with a chapter by Elmer 
L. DeGowin, M.D. Ed. 2. 525 pages, 184 
illustrations, 8 plates in full color. Price, 
$8.50. New York: Paul B. Hoeber, Inc, 
1949, 
Progress in the treatment of hematologic dis- 
orders has led to increased interest in the study of 
these diseases and their underlying mechanisms. 
In the second edition of his book, Dr. Fowler con- 
tinues the heroic task of condensing the field of 
hematology for the benefit of medical students and 
practitioners. The general subjects of hematopoiesis 
and the various types of blood dyscrasias are treated 
in almost outline fashion, with excellent description 
and carefully worded informative sentences. 


For the beginner in medicine, hematology must 
be presented in broad subjects, with none of the 
detail which applies to the individual case, and this 
objective has been obtained by the author in a 
direct, succinct fashion. For the practitioner who 
wishes to relate an individual case to the broad 
subject, this work falls short of its mark. Emphasis 
on the usual hematologic determinations, their ad- 
vantages, and in particular their technical draw- 
backs, has not been made. For example, the failure 
to point out in detail the value of examination of 
the blood smear by the physician, the common faults 
ef smear-making, and pitfalls of interpretation 
makes this book a less useful tool. 


Discussion of the newer means of therapy is per- 
haps too brief except for the paragraphs relating 
to folic acid. The incidence of leukemia in poly- 
cythemia vera, and the effect of radioactive phos- 
phorus in increasing this incidence have not been 
mentioned, The extremely important fact that cer- 
tuin phases of hematology—for example, hemor- 
rhagic disease, “hypersplenism,’”’ the known heredi- 
tary aspects of Mediterranean anemia, and chemo- 
therapy—are in a state of change has not been 
noted, so that the reader is given no incentive to 
consult the recent literature for future develop- 
ments, Rutin has not been considered as a thera- 
peutic agent. 


A complete bibliography would be a valuable aid 
to the practitioner as well as the student, If the 
bibliography were included, the physician could not 
only obtain a general impression of the disorder 
but would be able to look further for information 
of pertinent interest. The omission of such a bibli- 
ography is, according to the preface, the fault of 
the publisher rather than the author, 


The illustrations and charts are aptly selected, 
although the illustrated plates have the faults pe- 
culiar to reproduction in printing. Dr. DeGowin’s 
chapter on transfusions is very clearly written and 
quite satisfactory. The book is attractively printed 
and well arranged, but it cannot be recommended as 
the choice for supplementing other books in gen- 
eral medicine for the internist. 
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POSTGRADUATE ASSEMBLY IN 
ENDOCRINOLOGY 


A postgraduate assembly in endocrinology includ- 
ing diabetes, sponsored by the Association for the 
Study of Internal Secretions and the American 
Diabetes Association, will be held in Miami Beach, 
Florida, at the Roney Plaza Hotel, April 3-8, 1950. 
The faculty will consist of twenty prominent re- 
search workers and clinicians in the field of endo- 
crinology and metabolic disorders, gathered from 
the United States and Canada, The course will be 
a practical one of interest and value to the specialist 
and those in general practice. 

A fee of $75 will be charged for the entire course, 
and the attendance will be limited to 100. Registra- 
tion will be in the order of checks received and will 
close on March 3, 1950. 

Application should be sent, together with a check 
payable to The Association for the Study of Internal 
Secretions, to Henry H. Turner, M.D., Secretary- 
Treasurer, 1200 North Walker Street, Oklahoma 
City 8, Oklahoma, before March 3, 1950. Further 
information and program will be furnished upon 
request. 

Hotel reservations should be made directly with 
the Roney Plaza Hotel, Miami Beach, Florida. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 


The Third Annual Postgraduate Course in Dis- 
eases of the Chest sponsored by the American Col- 
lege of Chest Physicians, Pennsylvania Chapter, 
and the Laennec Society of Philadelphia, will be 
presented at the Warwick Hotel, Philadelphia, Penn- 
sylvania, April 10-14, 1950, 

This course will emphasize the recent develop- 
ments in all aspects of the diagnosis and treatment 
of diseases of the chest. The course is open to all 
although the number of registrants will 
ve limited, The tuition fee is $50.00 and applications 
will be accepted in the order in which they are re- 
ceived, Applications should be sent to: American 
College of Chest Physicians, 500 North Dearborn 
Street, Chicago 10, Illinois. 


* * 


The First International Congress on Diseases of 
the Chest will be held at the Carlo Forlanini Insti- 
tute, Rome, Italy, September 17-20, 1950, under the 
auspices of the Council on International Affairs of 
the American College of Chest Physicians and the 
Carlo Forlanini Institute, with the patronage of the 
High Commissioner of Hygiene and Health, Italy, 
in collaboration with the National Institute of 
Health and the Italian Federation Against Tuber- 
culosis. 

Physicians who are interested in attending the 
Congress should communicate at once with Dr. 
Chevalier L. Jackson, Chairman of the Council on 
International Affairs, American College of Chest 
Physicians, 500 North Dearborn Street, Chicago 10, 
Illinois, U.S.A., or with Professor A. Omodei Zorini, 
Carlo Forlanini Institute, Rome, Italy. 
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AMERICAN HEART ASSOCIATION 


Research awards totalling $140,000 have been 
allocated by the American Heart Association to 
thirty-four investigators, The awards are the first 
made out of funds contributed by the American 
public during the 1949 Heart Campaign last Feb- 
ruary. The 1950 Heart Campaign, during the month 
of February, will have a goal of $6,000,000 for a 
program that includes continued research in the 
field of heart and blood vessel diseases, the nation’s 
leading cause of death. 


NATIONAL CONFERENCE ON CARDIOVASCULAR 
DISEASES 


More than 200 leaders in the medical and social 
sciences and various fields of community service 
were invited to Washington to take part in the first 
National Conference on Cardiovascular Diseases, 
held January 18-20 at the Mayflower Hotel. 

Sponsored jointly by the American Heart Associ- 
ation and the National Heart Institute of the U.S. 
Public Health Service, the three-day working con- 
ference defined and developed both immediate and 
leng range programs to meet problems of research, 
education and community services posed by diseases 
of the heart and circulation, the nation’s leading 
cause of death. 

Among those invited to attend were Dr. Cecil G. 
Sheps of Chapel Hill and Dr. Eugene A. Stead of 
Durham. 


THE INDUSTRIAL HEALTH CONFERENCE 


“Teamwork in Industrial Health” is the theme of 
the thirty-fifth annual meeting of the American 
Association of Industrial Physicians and Surgeons 
and four other industrial associations, which will be 
held in the Sherman Hotel in Chicago, April 22-29. 

The Association’s convention is held concurrently 
with four other groups—The American Industrial 
Hygiene Association, The American Conference of 
Governmental Industrial Hygienists, The American 
Association of Industrial Nurses, and the American 
Association of Industrial Dentists. 


DEPARTMENT OF DEFENSE 


Army Health at Highest Peak 

The Army’s health was better during the past 
year than it has ever been, Major General R, W. 
Bliss, Army Surgeon General, reported recently. In 
releasing figures on the Army’s health record in 
1949, General Bliss said the Army was not only the 
healthiest in the world but also the healthiest in all 
history. 

Preliminary figures show that the rate of admis- 
sions for 1949 was 128 per 100,000 strength per 
average day. The 1949 report shows an improve- 
ment in Army health for the fourth consecutive 
year since the end of World War II 


Schering Appoints Medical Service Head 

The appointment of M, William Amster, M.D.. as 
head of the Medical Service Department has been 
announced by Mr. Francis C. Brown, president of 
Schering Corporation, Bloomfield, New Jersey. He 
is succeeding Dr, Norman L. Heminway, who is now 
Associate Director of Schering’s Clinical Research 
Division, 
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Radiopaque diagnostic medium... 
. Original development of Searle research 


now 


BRAND OF CHLORIODIZED OIL 


Clear visualization of body cavities—for the roentgen investigation of 
pathologic disorders involving sinuses . . . bronchial tree... uterus... 
fallopian tubes . . . fistulas . . . soft tissue sinuses . .. genitourinary tract 
...empyemic cavities. 

Iodochlorol is notably free from irritation, free-flowing, highly stable 
and has pronounced radiopaque qualities. It contains the two halogens, 
iodine, 27 per cent, and chlorine, 7.5 per cent, organically combined 
with a highly refined peanut oil. 

Iodochlorol is available in bottles containing 20 ce. of the radiopaque 
medium; each one is packed in an individual carton. G. D. Searle & 
Co., Chicago 80, Illinois, 


Searle 
RESEARCH IN THE SERVICE OF MEDICINE 
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EARNING A LIVING!! 


A doctor's greatest asset is his ability to earn a living. If he is away . 
from his practice, income ceases while expenses and overhead continue. 


Your answer to that problem is your Society’s Plan of Sickness) and 
Accident Insurance adopted in 1940. If not already insured under the/Plan, 
write for full information today. Tomorrow could be too late. 


$5,000.00 Principal Sum — $216.66 per month if disabled 
Annual Premium - $80.00 — Semi-Annual Premium - $40.50 


J. L. CRUMPTON, State Mgr. 


Post Office Box 147 Durham, N. C. 
— Representing— 
COMMERCIAL CASUALTY INSURANCE COMPANY 
NEWARK, NEW JERSEY 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. 


MENTAL DISEASES, INEBRIETY AND DRUG HABITS 


A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by approved methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 
seasons. 

The three medical officers of the staff reside at the sanatorium and devote their full time 
to the care and service of the patients. 


XVI 
ee J. T. Vernon, M.D. 
A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
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Ml one AND MORE 


BECAUSE BAKERS SIMPLIFIES 


INFANT FEEDING PROBLEMS 


fhe Bottle fod 
TRE 


POWDER OR LIQUID 
Made in Wisconsin from grade A milk. 
You are invited to write for complete information 
about this highly nutritious food for infants, 


OLIC—constipation—loose stools— 
regurgitation — failure to gain—and 
similar difficulties are frequently caused by 
improper diet. 
Today, more and more doctors are getting 
highly satisfactory results for most of their 
infant feeding cases by prescribing Baker's 
Modified Milk. This is indicated by the grow- 
ing demand for Baker’s, which is advertised 
only to the Medical Profession, 


' Doctors who prescribe Baker’s will tell you 
they favor Baker’s because of its wide appli- 


cation—Most babies make better progress, 
require fewer feeding adjustments from 


birth to the end of the bottle feeding period. 


BAKER’S MODIFIED MILK 


THE BAKER LABORATORIES INC. 
Main Office: Cleveland, Ohio Division Offices: San Francisco, Los 
Plant: East Troy, Wisconsin Denver, Seattle and Greensboro, N. C. 
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OZIUM is fost—o light touch on the lever of 
the dispenser releases a fine vaporizing spray 
which quickly permeates every corner of the 
room. 

OZIUM is fortified with both propylene glycol 
and triethylene glycol, both of which have 
been prominently featured in public health, 
medical and other publications for their excel- 
lent bactericidal quolities. 

OZIUM is convenient—the dispenser is light 
in weight, compact, unobtrusive and is easy 
to use, 


OZIUM is economical, costing less than one 
cent to treat the average small office or room. 


DISPEL 


UNWANTED 


ODORS 


PROFESSIONAL SET 


No. 1S-012 Su 


ed for use 


in physicians, dentists and 
other offices. 


Price: 
set. 


$9.00 the complete 


COMMERCIAL SET 


ises. 
Contents: | only Woodlet Dispenser, blue yy finish. 24 be *pres- 
sure-packed” complete 


ispen: 
No. 012 Containing 12 refills. 
per box. 
No. 024 cones 24 “pressure-packed” OZIUM refills. 
: $8:00 per box. 


OZIUM refills. Price: $11.00 the 
OZIUM 
For use in either ia’ 


POWERS & ANDERSON 


Norfolk, Va. 


Winston-Salem, N. C. 


ED 


APPALACHIAN HALL 


An inettiatien, te for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 


habi 


mate for he Hall is located in Asheville, North Carolina. Asheville 
All natural 
ing, 


for and comfort. 
chock 


Asheville, North 


ive beautiful golf courses are aval 


nts are used 


For rates and further information write 
APPALACHIAN HALL, ASHEVILLE, N. C. 


WM. RAY GRIFFIN, M.D. 


M. A. GRIFFIN, M.D. 


claims an anexcelled all year round 9 

as physiotherapy, the: 
thera sports, h able to = Ample 

facilities ry “classification of patients. Rooms single or en suite with every comfort and convenience. 


Carolina 
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The Keeley Institute Greensboro, North Carolina 


ALCOHOLISM TREATED AS A DISEASE~—Over 50 years experience— Male patients 
exclusively —Mental cases not accepted. No patient locked up or forced to take treatment. 
Experienced physicians’ counseling is designed 
for maintenance of sobriety after rehabilitation. 

Reservations by Telephone 2-4413, Greensboro, North Carolina. Postoffice Box 29. 


A. F. FORTUNE, M. D, MEDICAL DIRECTOR BEN F. FORTUNE, M. D., ASSOCIATE MEDICAL DIRECTOR 


. ». recommended by the State Medical Society 


Mr. Charles H. Sims, C.L.U. 


Sims Sprruice North 
Dear Mr. Sims: 


The service you performed for me regarding 
my Life Insurance in planning a very iefinite 


This Service has been used by Life Insurance program was very good indeed. 


premiums on my Life my 


hundreds of North Carolina accident in 1940 was greatly ap 
uly MD. 


doctors... You too can benefit chenille "Nee. 
by its use! No obligation. 


An invaluable service to professional men. 


(Write Name and Address and Mail for Appointment.) 


CHARLES H. SIMS, C.L.U. 


ASSOCIATE GENERAL AGENT 


STATE MUTUAL LIFE ASSURANCE Co. 
512 SOUTHEASTERN BLDG. — GREENSBORO, N. C. 
P.O. BOX 1950 DIAL 2-1086 
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NV. OW. e ADDED CONVENIENCE 


FOR THE PATIENT 


The “RAMSES"* Tuk-A-Way? Kit provides added 
convenience for the patient, for she will find, neatly 
assembled in this colorful, washable plastic kit, all the units 
required for optimum protection against conception: 

a "RAMSES" Flexible Cushioned Diaphragm of the 
prescribed size; a “RAMSES” Diaphragm Introducer of 
corresponding size; and a regular-size tube of 

“RAMSES” Vaginal Jelly.f 

The Tuk-A-Way Kit packs inconspicuously in the corner of a 
traveling bag or dresser drawer. It is available to 
patients through all pharmacies. 


“The word "RAMSES" is a registered trademark of Julius Schmid, Inc. 
“RAMSES" Vaginal Jelly is accepted by the Council on Pharmacy and 
Chemistry of the American Medical Association. The “RAMSES” 

Diephragm and Diaphragm Introducer are accepted by the Council on 
Physical Medicine and Rehabilitation of the American Medical Association. 
{Trademark of Julius Schmid, Inc. {Active Ingredients: Dodecaethyleneglycol 
Monolaurate 5%; Boric Acid 1%; Alcohol 5%. 


gynecological division 


Ine. 


423 West 55th Street, New York 19, N. Y. 
quality first since 1883 
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THE STAFF 
PAUL V. ANDERSON, M.D., President 


ASSOCIATES 


J. K. Hall, M.D, 1875-1948 


estbrook Sanatorium 


RICHMOND, VIRGINIA 


For the Treatment of NERVOUS and MENTAL DISORDERS 
and Addictions to ALCOHOL and DRUGS 


REX BLANKINSHIP, M.D., Medical Director 


Ernest H. Alderman, M.D., John R. Saunders, M.D., Thos. F. Coates, Jr., M.D. 


Patronize 
Your 


Advertisers 


For Shy, Nervous, Retarded Children 


, Year round private home and school for 4 
girls and boys of any age on pleasant 150 
acre farm near Charlottesville. 

Individual training and care, expert { 
teachers. Limited enrollment, amusements, 
special diets, medical care if necessary. 


4 


Entrance made at any time. Write for 


Booklet. 
Mrs. J. Bascom Thompson, Principal 


THE THOMPSON 
HOMESTEAD SCHOOL 


ACCIDENT - HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


COME FROM 


$5,000.00 accidental death 
$25.00 weekly indemnity, 
accident and sickness 
$10,000.00 accidental death 
$50.00 weekly indemnity, 
accident and sickness 
$15,000.00 accidental death 
$75.00 weekly indemnity, 
accident and sickness 
$20,000.00 accidental death 
$100.00 weekly indemnity, 
accident and sickness 
Cost has never exceeded amounts shown. 
ALSO HOSPITAL POLICIES FOR MEMBERS, WIVES 
AND CHILDREN AT SMALL ADDITIONAL COST 


85¢ out of each $1.00 gross income used 
for members’ benefit 


$3,700,000.00 $16,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection 
of our members. 


Disability need not be incurred in line of duty— 
benefits from the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 

PHYSICIANS HEALTH ASSOCIATION 
4s years under the same management 


400 FIRST NATIONAL BANK BUILDING, OMAHA, 2, NEB. 


Quarterly 
$16.00 
Quarterly 


Quarterly 


Quarterly 
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STUART CIRCLE HOSPITAL 


Medicine: 


Manfred Call, III., M.D. 
M. Morris Pinckney, M.D. 


John D, Call, M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 


Orthopedics: 
Beverley B. Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D. 
Algie S, Hurt, M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 
Regena Beck, M.D. 


Director: 


Alexander G. Brown, Jr., M.D. 


Alexander G. Brown, III., M.D. 


413-21 Stuart Circle RICHMOND, VIRGINIA 


Surgery: 
Stuart N. Michaux, M.D. 
A, Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 
Fred M. M.D. 
L, O, Snead, M.D. 


Hunter B. Frischkorn, Jr., M.D. 


Randal A. Boyer, M.D 
Physiotherapy: 
Irma Livesay 


Bacteriology: 
Forrest Spindle 


Charles C. Hough 


TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 
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Founded by 


w.c. GREENSBORO. 
M. D. 


Established in 1904 and continuously operated since that date for 
the medicinal] treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 


are to be found. C. R. River, M.D., Medical Director 
Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 


Telephone: 2-0614 


Compliments of 


Wachtel’s, Inc. 


SURGICAL BUY 
PPLIES 


GOVERNMENT 
BONDS 


65 Haywood Street 
ASHEVILLE, North Carolina ee 
P. O, Box 1716 Telephones: 1004-1005 
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LIFETIME ACCIDENT INDEMNITY 
TWO YEARS SICKNESS INDEMNITY 


For Physicians And Surgeons 


Fifteen Years of Satisfactory Service to the Medical Profession 


HERE IS A POLICY WITH NO TECHNICALITIES 


incontestable after one year, as to mag of disability. 
No age limit, if policy is purchased before age 60. 

No house confinement req uired. 

Non-cancellable for pated ‘iain which premium is paid. 


Loss of Time: Pays $200.00 per month 
for Total Disability due to ACCIDENT LIFE 


Loss of Time: Pays $200.00 per month 
for Total Disability due to SICKNESS up to $4800.00 


Hospital or Graduate Nurse at home, 
$100.00 per month, additionally, up to 200.00 


Surgeons Fees: If your injuries require a doctor, 
but cause no loss of time, bills are paid, up to 50.00 


INDEMNITIES MAY BE PURCHASED AS ABOVE OR FOR SMALLER AMOUNTS 
RALPH GOLDEN 


REPRESENTING 


INTER-OCEAN INSURANCE COMPANY 
222 PIEDMONT BLDG. GREENSBORO, N. C. 
F. W. SARLES, STATE MANAGER 


HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—insulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospita! is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charman Corroll, M.D., Diplomate in Psychiatry 
Medical Director 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
Associate Director 
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BRAWNER’S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 


Vv 


FOR THE TREATMENT OF 
Nervous and Mental Disorders, Drug 
and Alcohol Addictions 


Jas. N. BRAWNER, M.D. 
Medical Director 
ALBERT F. BRAWNER, M.D. 
Dept. for Men 


Jas. N. BRAWNER, JR., M.D. 
Dept. for Women 
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pilot for the 
past four years 


Chis Myers, an above knee amputee, wore his 
first Hanger Limb over eight years ago. ‘During 
that time | was in Central America, Mexico, and 
Canada. In Central America | worked on air route 
surveys under jungle conditions. | found that my 
Hanger Limb stood up well.’ The sturdiness and 
dependability of the Hanger Limb allows wearers to 
return to normal life. Many, such as Mr. Myers, find 
they can continue their unusual occupations. 


ARTIFICIAL 
256 Hillsboro St. 735 N. Graham St. 
Raleigh, N. C. Charlotte, N. C. 


Cook County Graduate School of Medicme 


ANNOUNCES CONTINUOUS COURSES 
SURGERY—Intensive Course in Surgical Technique, 
two weeks, starting February 20, March 20. 
Surgical Technique, Surgical Anatomy and Clinical 

Surgery, four weeks, starting February 6, March 6. 
Basic Principles in General Surgery, two weeks, 
starting April 3. 
Versonal Course in General Surgery, two weeks, start 
ing April 17. 
Surgery of Colon and Rectum, one week, starting 
March 6, April 10, 
Esophageal Surgery, one week, starting June 5. 
and Thyroid Surgery, one week, starting 
June 26. 
Thoracic Surgery, one week, starting June 12. 
Gallbladder Surgery, ten hours, starting April 24. 
Fractures and Traumatic Surgery, two weeks, start- 
ing March 20, 
GY NECOLOG two weeks, starting 
February 20, March 
i Approach to Pelvic Surgery, one week, start- 
ing March 6, 
OBSTETRICS—Intensive Course, two weeks, starting 
March 6, April 8, 
PEDIATRICS —Intensive Course, 2 wks., starting Apr. 5 
ny al eaee in Cerebral Palsy, two weeks, start 


uly 
MEDIC INE = General Course, two weeks, start- 
ing April 24, 
Electrocardiography and Heart Disease, four weeks, 
starting March 18. 
Hematology, one week, starting May 8. 
Gastro-Enterology, two weeks, starting May 15. 
Liver and Biliary Diseases, one week, starting June 5. 
Gastroscopy, two weeks, starting March 6, May 15. 
DERMATOLOGY—Formal Course, two weeks, starting 
May &. Informal Clinical Course every two weeks. 
UROLOGY Intensive Course, 2 weeks, starting Apr. 17. 
Cystocopy, Ten Day Practical Course, every 2 weeks. 
AND SPECIAL COURSES IN ALL 
GURGERY AND THE SPECIALTIES 
TEACHING AT | STAFF OF 
COOK COUNTY HOSPITA 
Address: Registrar, 
427 South Honore Street, Chicago 12, Illinois 


FOR PATIENTS WITH 


ALCOHOLIC 
PROBLEMS 


The Baltimore Clinic 


A non-institutional arrange- 
ment in Baltimore, Maryland, 
for the individual psycholog- 
ical rehabilitation of a limited 
number of selected voluntary 
patients with ALCOHOL prob- 
lems—both male and female— 
under the psychiatric direction 
of Robert V. Seliger, M.D., 
Fellow of the American Psy- 
chiatric Association. 


City office: 


2030 Park Ave. Baltimore 17, Md. 
Telephone: LAFAYETTE 1200 
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“IN THE MOUNTAINS OF MERIDIAN” 


HOYE'S SANITARIUM 


{Internal medicine. including diagnosis and 
treatment of nervous and mental diseases, 
alcoholics and narcotic addiction. Especially 
interested in giving narcotic cases gradual 
reduction. Convalescents, aged and infirm 
admitted. 

Shock Therapy, (Insulin, Metrazol, Electro 
Shock). Other approved treatments. Violent 
and non-cooperative patients not accepted. 
A good place to spend a vacation. 

Write P. 0. Box 106 or Telephone 38-8369 


M. J. L. HOYE, M.D. 


Superintendent 
Fellow of the American Psychiatric Association 
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Local application of THROMBIN TOPICAL rapidly controls capil- 
lary bleeding. In three seconds a solution containing 1,000 units 
per cc. clots ten times its own volume of blood. It may also be 
applied as a dry powder. 


HROMBIN 
OPICAL 


THROMBIN TOPICAL reacts with blood fibrinogen to form a firm ad- 
herent fibrin clot, end-result of the natural clotting mechanism. By 
this physiologic action THROMBIN TOPICAL helps control bleeding 
in all types of surgical procedures—lysis of abdominal or thoracic 
adhesions, mastectomy, transurethral prostatic resection, nose and 
throat operations, skin grafting, neurosurgery, orthopedic surgery, 
dental extractions, etc. Well tolerated by the tissues, it may also be 
used in conjunction with Oxycel® (oxidized cellulose, Parke-Davis). 


THROMBIN TOPICAL (bovine origin) is supplied in vials contain- 
ing 5000 N.LH. units each, with a 5 cc. vial 
of sterile isotonic saline diluent. Also avail- 
able in a package containing three vials of 
THROMBIN TOPICAL (1000 N.LH. units 
each) and one 6 cc. vial of diluent. 
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Vitamin D supplementation for infants 
. and growing children is sound prophylactic 
\ practice at all times. 

.. But in wintertime especially, when shortened 
days, clouded skies, heavy clothing, and 
lengthened indoor hours combine to deprive the 
growing body of sunshine’s benefits, specific 
antirachitic measures are of special importance. 
For more than 15 years, physicians have 
depended on Mead’s Oleum Percomorphum 
to provide year-round protection against rickets 
—as well as the host of additional symptoms 
attributed to fat-soluble vitamin deficiencies 
in children and adults alike. 

Mead’s Oleum Percomorphum With Other 
Fish Liver Oils and Viosterol is a standardized 
source of vitamins A and D in high potency 
which permits small dosage—liquid or capsule. 
Council-Accepted, it is advertised to the 
— profession only. 


OLEUM PERCOMORPHUM 
SPECIFY 


LIQUID—60,000 units of vitamin A and 8,500 units of 
ae vitamin D per gram, dropper bottles of 10 cc. and 50 cc. 


CAPSULES—5,000 units of vitamin A and 700 units of 


MEAD JOHNS 
EVANSVILLE Noss So: vitamin D per capsule, bottles of 50 and 250. 
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